TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate Ge executed within 24 haurs after death: Page 4 


Pages ee 2 shauld 


Then please remave carbon papers. 


After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


priar ta burial, crematian, or remaval, and in any event within 72 haurs after 


id be detached far use as the burial-transit permit. 


may be retained by the haspital ar attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12935 
CERTIFICATE OF DEATH 


A Reg. Dist. No. f, 
1 Lae te DEATH - Soe RESIDENCE (Where deceased lived. If institution: Residence before admission} 
fe 
Carroll < MARYLAND Maryland SOON Ger redial 


¢. CITY OR TOWN (If outside carporote limits, write RURAL and give neorest town) 
Rural--Westminster 


b. CITY OR TOWN {If outside corporate limits, write | c. LENGTH OF STAY IN Ib 
me ee jive rest 72 
sm nster 2wks ) 


da rg {If not in hospital, give street oddress) ,d. STREET ADDRESS . e. ee 
‘Tbex Nursing Home Spring Mills Rd. ve) NO 
3. NAME OF First Middle last 4. DATE Month Day Yeor 
DECEASED OF my » 
eae EMMA COOK BARNES Stara DEC. dees 759 


5. SEX 6. COLOR OR RACE |7. MARRIED [2p NEVER MARRIED [] |8. DATE OF BIRTH 9 AGE (In veo * JIF UNDER 1 YEAR| IF UNDER 24 HRS. 
x oy] Do; H Mi 
ems wipoweo [] pivorceo [J 11-12+1868 8 ae oa Le ade a 


10a. USUAL OCCUPATION he kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of am life, even if retired) 
housewite home Maryland U.S. 
413. FATHER'S NAME 14. MOTHER'S MAIDEN NAME s 
John W. Cook Mary Shipley 
Ni was DECEASED Pern U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(et, ne, oF unknown) yes, give war or dates of service) . 
no none William A. Barnes, Same 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (bf Ynd (c)-} 0) 0 , INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED By: = 
IMMEDIATE CAUSE (o] O/\ 2452 AZ 5 MAR 
DUE To, , x AY - : 
Conditions, if any, which oA y peArAAa Q f\) o 
gove rise 10 immediote = ( 
couse (a), slating the under. ( OVE TO 
lying couse lo: (c 
Par Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) | 19. estoy 
yes] No 


20a. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port £1 of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


120c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 208. PACE OF INJURY (Home, farm, ies (City of town) (County) {Stote) 
Hour o. n. While __ Not while foctory, street, office bldg., etc.) 
p.m. 19 lat work (J ot work [] 


21. certify Ahat | attended, the deceasedgfram,___\_' =| a ta rel ~An._.. iT, 19. that | last saw the deceasec! 
ative an_. O O_& ---. 1%a2_f__, and fhint death accurred # M, fram thé’couses and on the dat. Asie 4 


do MN LAY D ino. i ye 3 aoc cy o tora 


ealis pre ASS: NEMS 


WERE | a NAME O) CaNET NT R@NOTORT 2d. LOCATION (City, town, or county) {Stete) 
12-1 19 Sams Creek Brethren | Carroll Co., Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE AODRESS Ub ]REC iv TT AR 

Cc. M. Waltz, Winfield, Md. Core i 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNAI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 936 
2944 CERTIFICATE OF DEATH 12936 


Reg. Dist. No. = 


ead 


death, 
/ 


100. USUAL OCCUPATION (Give kind of wark done] 1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) } 
O_) rae 


14, MOTHER'S MAIDEN NAME 


1 eit AVE DR ora ARAN Hoo I< ob 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT adgen 7 Batt: 
[Yes rg. oF ie {It yes, give wor or dates of vervice) OE . 2 
Mes £1 us TONLWS OY f TD) Pp. 


tis. CAUSE OF DEATH g. CAUSE OF DEATH [Enter only one cause per lin only one cause per line e For (0) {a}. (bh ond 2] ‘and (c).) INTERVAL 8! EEN 


= ONSET AND DEATH 
ra as SE O-StLeRoT a. E-v- uF. 


DUE TO 


2 2s 44 

% $3 y 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution, Sesidence before odession) 

s 8 STAT v4 b. COUNTY 

& £2 \ MARYLAND ; 

€ Be b. CITY OR TOWN Gi ess F limits, write Te. LENGTH , STAY IN Ib €. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town} 

eee Sh ‘AL ond give nearest town so 

ne ene cis L = aly 

a4 = fe d. sae OF ort {IF not in rhb give street address) d. STREET ADDRESS 7 e. 1S RESIDENCE 

bee 3. OR INSTITUTION i; <2 L L E M cae FARM? 

oo ES qt 3 . yes] No BH 

5 20 = vA b i ) 

2 F@ 3. NAME OF First Middle Lost 4, DATE Month Oo Year 
@ Y 

as eae ; A F i / flees ) ; oF 2a 

~ ‘ype ar prin! h A i i H A is E fj L g > 

< 3 f] fy 

Fy ° 5. SEX, 6. COLOR OR RACE [7. MARRIED [1] NEVER MARRIED [@ | 8. OATE OF BIRTH 9. AGE (In years [JF UNDER 1 YEAR| IF UNDER 24 HRS. 

3 = = . oO fast birthday) ae 

lar 

; W WIDOWED E] —bIvoRcED (] L y, Qo yn. 

3 

Fy 

rd 
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3 

o 
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oo 
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Then please remave carban popers. 
sa 


‘ 
Canditions, if ony, which ( 
gave rise to immediate 
cottte (0), stoting the under- 
lying couse lost. {eh 


icate has been signed by the attending physician and completely 


) AODRESS (Sireet, city ‘or town, sote) DATE SIGNED: 


ACTUAL 
SIGNATURE_-4 


€ 
é 
5 € Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. eee 
3 < ves] No fy 
3 3 2a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Port Vor Part Hof item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
ie & | ir citer NOMA MEDICAL EXAMINER) 
é & [2c. TIME OF INJURY Manth, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120F. (City or town) {County} (State) 
g fal Hour a.m, While Not riers foctary, street, affice bldg., ete.) 
= = Pom. Jat work [1] at wor H 
5 
al 21. | certify \that | attended the deceased frargA Da aera ofiit- Af. eal J” Anat | last saw the deceased 
° 
3 alive on_ An Zl, ws), ond that death occurred at__2h 1M, from the causes and an the date stated abave, 
2 
3 
oS 
3 


‘ar prior ta burial, cremation, ar remaval, and in any event within 72 


WMA. 


|_LNAG (Typ 1 Es Np at S$ lars 


ee 
7 DATE eng 7. E OF SN 1d. YOCATION (Cily, town, or county) (State) 
MPYAL (Specify ~ 
Why) ETP: ey THA STE ff D 


‘OR CREMATO} 
JFR 
UNERAL DIRE a4 RESS. 24a. Pepi ‘2ab, REGISTRARS SIGNATURE 
R aie bard te abel ee Le 


$l 2A Caad 2 MALE: 


# 


may be retained by the haspitai or altending physician. 


TO FUNERAL DIRECTOR: After this cer 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death ce 
poge 
the re 


oS 
=> 
2a 
ae 


owl 


my 


12948 


tor, 


. PLACE OF DEATH 
@, COUNTY 


Carrol] _ 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib 
RURAL ond give nearest town) 


Sykesville since 1926 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 
OR INSTITUTION: 


Springfield State Hospital 


irect 


MARYLAND 


MARYLAN' AF PEPABIMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


, 


12937 


Reg. Dist. No. 1? 
2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before admission) 
o. STATE b. COUNTY 
Maryland 


c. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 


Bal timore City (Zone 18) DVOl-G 
d. STREET ADDRESS, 60 . 15 RESIDENCE 
‘ON A FARM? 


Homestead St. 
enue Yes [J No 
JNO 


a 2 should ) 


32. NAME OF First Middle tos! 4. DATE Month Doy Yeor 
DECEASED. OF 
{type or print) Arthur Frederick Beck peatH_ December 18) 25 
5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [-] | B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HAS. 
loy bicthdey) [Months Min 
Male White WIDOWED DIVORCED [-} h=30-92 ya. 
2 109. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} A 
Clerical Were: swe we Maryland U.S.A. 


43. FATHER'S NAME 


Frederick Beck 


14. MOTHER'S MAIDEN NAME 


Ann (Maiden name unknown) 


V7, 


Te WAS. DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
fel, no. oF unknown) If yes, give wor or dates of service} 
i MT | 705-058-3039 


1B. CAUSE OF DEATH [Enter only one couse per line for (o}, (b). ond (c).} 


|. INFORMANT 


Address 


Records of Springfield State Hospital 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. Page; 


ji. DIRECTOR: After this certificate hos been signed by the attending physicion and completely filled in by the funeral d 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


s 
6 
x 
€ 
£ 
5 PART I. DEATH WAS CAUSED BY: 
a IMMEDIATE CAUSE (o|__Drronchopneumonia days 
3 DUE TO 
Pr Conditions, if any, which 
ES gove rise 10 immediote (o)— 
Be couse (o), stoting the under. ( OUETO 
g238 lying couse fost. ‘ei 
22s— 3 
£538 5 hi 
Peas & [200. ACCIDENT WAS UNDERLYING CT 
ete & ] on CONTRIBUTING () CAUSE OF DEATH 
Eos & | UF EITHER, NOTIFY MEDICAL EXAMINER) oe eS 
SEss & }20c. TIME OF INJURY Month, Dey. Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stole} 
5580 a Rave Pomtiem, eo. ae os While Not while focused, ebire, Bcaraic i, : 
= an = p.m. 19 _ lot work [} of work Piedtiediediied i een 
S (el 
3 eal < 21. | certify that | attended the deceased fram October 26, 1955_, ta December 18 19. 57.that | lost saw the deceased 
22 . 
- 3 $ alive on_December 18. a; 19. 57_ ., and that death accurred at. 9330 |. —aM, fram the causes and an the date stated above. 
= ae 2 ADDRESS (Street, city or town, stote) DATE SIGNED 
3 ie : Sy. ok 
aEs8 Wn) ek Pe Sede as Springfield State Hosp. (2-7-5 
gaze / | Jowvstctans Sykesville, Maryland 
3S 3 Name (type) Martin Grosiis, MoDe ee ee ee ee 
ae A > ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote] 
58° Y, y, 
Epes VAthed wt A} eatlimor MEE 
= CTOR’S SIGNATURE f ‘ADDRESS Dab. REGISTRAR'S SIGNATURE 
VS ANS (4) jj ~ 
inns: dante, Qe Rirs A, CH Dre 


id 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter deoth: Poge 4 


wd 


= ) 


id 2 should be filed with 


og 


he attending physician and campletely filled in by the funerol director, 
deoth. 


Then please remave carbon papers. 


ransit permit. 


|, cremation, or removal, and in any event within 72 hours afte 


DIRECTOR: After this certificate has been signed by f! 
wuld be detached far use as the buria' 


: 


may be retained by the hospital or attending physician. 
the re@aror prior to buriol, 


I 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12938 
—— CERTIFICATE OF DEATH a OF, 


2 ed {spate (Where deceased lived. If institution: Residence before odmission) 
MARYLAND b. COUNTY 


b, CITY OR TOWN (lf GAnetA corporate limits, write | ¢. “3 si STAY ee Ib eprovom OR TOWN MGS 2S outside Fre limits, write RURAL ond give neorest town) 
RURAL ond mele Aearest town) 
d, ore OF HOSPITAL i Ser ae re in crn Fao give street ne is oo ae ADI s e. : i uaaas 
QR INSTITUTION 
pre. i Ser ae ve a NOD 
3. NAME OF tae & Midd sa cae DATE Month 
DECEASED Any OF 
(Type or print) MALT 2 (BLA DEATH et ES 2 © ie 
5. SEX ry Coa OR RACE LLY, MARRIED [@ jade MARRIED [] Sy DATE OF BIRTH 9. CAs IF UNDER | YEAR| IF UNDER 24 HRS. 
> lost birthdoy: Months! Doys Hor Mi 
‘A rg pvlk AiTE |woowory ovoreoy uve 7, (880 isis allele 2 ges 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country] 12. CITIZEN OF WHAT COUNTRY? 
dusing most of — life, even if retired) Ne E lanl 
ee 
PYWV2A pd BAny £ 
S IDEN 


1, PLACE OF DEATH 
a, COUNTY 


a ¢ 
13, FATHER'S NAME 14, MOPHER'S MA‘ 
BD RID 7 -f (EE 
ees b be gly, : 
1 Was DECEASED EVER IN Us. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT i. zi Address 
a) GE yen. give wor oF dates of service} . ; i ‘ 
“KS Nene FARR VIE ks DV RL. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c).] F [yaw ) SSE Be 
PART |, DEATH WAS CAUSED BY: iN 
IMMEDIATE CAUSE (o__(A LAANI? Ate AD 
, DUE TO / 
Conditions, if any, which Py 


gove rise to immediate 
couse (0), stating the under ( OVETO 


lying couse last. (c) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
ves] no 
200, ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port It of item 18.) 
‘OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) : 
20c. TIME OF INSURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 5 20f. (City or town) (County) (Stote) 
Hour a. n. While Not while foctory, street, office bldg., etc.) | ; 
p.m. 19 _|at work [J of work = H . 


EP | certify that | attended the deceased from 2741S _____ , 2SZ to Le, ad) 19_f, thot | lost saw the deceosed 


254 raw c 


£4... \axd that death occurred atf074M, from the couses‘ond on the date stoted above. 
ADDRESS (Street, city " town, stot DATE SIGNED 


MEDICAL CERTIFICATION: 


acres 1202S” 
cis 12/20/57 
NAME (Type] pee 


Ra. ery ~~ s ‘OF CEMETERY @R-ERENATORY 22d. LGCATION (City, town, or county) {Stote) 
a > ia (; f’ 
a Mhoel yet 9 Dabtbiabien FOLP-ELUZLA-F 77, Gm 
ree N 3 of 2a. = ® BY REGISTRAR | 24b. REGISTR, aa JATURE 4 
Pid \ ome! 2-2-8 7 | YX QAM Yyrttr 


1 


R STATE 


mn 
ae) 
KS 


H 


Poge 


"s Office along with form PM3. Poge 5 may be retoined for your files. 
th. 


ste Boord of Heolth, 


* 


Hf ony deloy is necessory. please 


thin 72 hours oft 


in ony event wil 


' in pencil in ttem 18. Give Poges 1, 2, ond 3 to the funerol director. 


1 Exominer 
‘AL DIRECTOR: Poge 3 should be wsed os o buriol-tronsit permit. File poges | ond 2 with thy 


fica! 


be forworded to the Chief Medi 
signoted agent, prior to buriot, cremotion, or removal, and 


execute the certificote, writing the word “pending 
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TH DEPT, 


-MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 29 3° 
12947 MEDICAL EXAMINER'S CERTIFICATE OF DEATH |} <r - 


7, PLAGE OF DEATH : 2. USUAL RES; wee ™ ers de osed tived. Il institution: dae Beforg cdinion) 
0. COUNTY i a 
Carroll makin, le PRTATE yla b. COUNTY 
b. CITY OR TOWN (It outside corporate fimits, write RURAL cc. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest fown) 


PUPAT' "Westminster life XI rural Westminster 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospita!, give street address) a. STREET ADDRESS e. 3 RESIDENCE 
near Leister's Church / near Leister's Church |ves bg NOT]. 


Lost 4. DATE Manth Day Yeor 


OF : 
DEATH FZ vA 257. 
9. AGE (10 yoo IF UNDER TYEAR] IF UNDER M1 Lb 


ont + Months Hi 
woowo OQ — ovoreo Mar) ( F-F/ eee oa 
100. USUAL OCCUPATION hore kind of work al 10b. KIND OF BUSINESS OR INDUSTRY | 11. aL (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


onmammn “hand Farm Carroll County, Md. 


() 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


gohnn L. Breitweiser Minerva Garrett 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT 


Ho” [ETE L SS" 20034-6682 Mrs. Charles Brehm Westminster, Md. 


ped tee eee : Saga 
IMMEDIATE CAUSE (a) Qeckintsy/ Trae 


oa 


YULOS DUE To « 


gove rise ta immediote couse 
{o), stoting the underlying( CUETO 
couse lost. (ch 


PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hapfis. ee. Raa 
A 
YES cc No PL 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part {1 of item 18.) 
PRIMARY (J of CONTRIBUTING [) 
CAUSE OF DEATH. 


Conditions, 1 any, = (bl 


a = 
20c. TIME OF INJURY Month, Doy. Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, iar 1208. (City or town) (County) {Stote) 
While Not while fectory, street, office bidg., etc.) | 
Ld ot work [] ot work [[] H 


2.0 pouty that | taak charge af the remains described above, held an Autapsy [_], Inspectian [9 Inquiry BJ. and in my 
esulted fram: Naturol causes Jf Accident [], Suicide [J], Homicide [J]. Undetermined manner [] 


Ak i mip, CHIEF MEDICAL EXAMINER [] ees 


ASSISTANT MEDICAL EXAMINER [-} 
James T, Marsh, M-.D.. DEPUTY MEDICAL EXAMINE 
‘2b. DATE THEREOF = =———=—«.22c. NAME OF CEMETERY OR CREMATORY . LOCATION {Cily, town, or county) 


12612=57 Westminster Cemetery Westminster, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRARS ap as Wi 
John R. Byers Westminster, Maryland joni. // /¢ X% ( Da @ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death; Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 9 4 (} 
12948 CERTIFICATE OF DEATH eee 


ost 


1, PLACE OF DEATH wh, matory RESIDENCE (Where deceosed ihe If institution: Residence before admission) 


o. COUNTY Crewyin?: MARYLAND [* STATE Qr Le vi of JOUNTY ? 


b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outsi€e corporote limits, write RURAL ond give nearest town) 


RURAL gnd give neorest town) ha li 6 rs City 12 ee 


SViLUS 
NAME OF HOSPITAL {If not in me give street oddress) d. STREET ADDRESS @. IS RESIDENCE 


d. 
Springpretol State Pospital vest) not 


3. NAME OF First Middle 4 noe Month Do; Yeor 
peers. WikhelLmind cathe Lrennev| & Siam Uecember 25 1997 


a 2 should be filed with 


INTERVAL BETWEEN 
ONSET AND DEATH 


Hu 


PART |. DEATH WAS CAUSED BY: 


18. CAUSE OF DEATH [Enter only one couse per ‘oe {0}. (b). ond (c)-] 
IMMEDIATE CAUSE (a) 


Ove hary Occlusion 


5. SEX 6. COLOR OR RACE | 7. MARRIED CJ NEVER MARRIED oO 8. DATE OF SIRTH AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
As} birthda: 
¢ F W wivowen PK —owvorceo] | “SB —QVA= I<éS “te u ay mente ag ae 
fe 100. a os oF werk (ive kind 2 ci ad 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= luring most of working life. even if retir 
os ! puse Ut Haryhaud 
8 s 3. Wik NAME 14, MOTHER'S. cee NAME 
Be (q Willian Ritterputsch Elizibet, KLinpeLhoefen 
3 3 2 WAS: Llc fea U.S. eas neko 16. SOCIAL SECURITY NO. |17. INFORMANT ress 
Hie ee er q Ti 6 
ae ie" Uo hone Springfield tate cpited 
ce 
3 
2 
§ 
F 


“+ ‘ DUE TO 


Arteviocelevolic Cavdio pasculay Aisease| mouths 


Conditions, if ony, which to 
gove rite to immediote 
couse (0), stoting the under, ( OVE TO 


lying couse lost. t Reyeralired Qiterv lose levos) 


i. 

s 

: 
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5 
43 
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,? y4 

: Parr Il. OTHER SIGI CONDITIONS CONTRIBUTING TO DEATH ps TR ee TO THE ASE CONDI a TN PART# ab] 19, WAS AUTOPSY 
= fe) 

F] EICBS 25S Kit "distur, b auck x meta bot EP oF eh ay bi 

3 aa x 

4 E Vie. ACCIDENT WAS UNDERLYING [a] "ie, DESCRIBE HOW INIURY OCCURRED (Enter doture oh injury in Port t or Port Il an item on 

ber he [ae aeRO eset era 

o uu 
& & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {(Stote) 
r 8 Hour 0. m. White Not white: foctory, street, office bldg., | 

E 3 pom. 19 Jot work (J of work [J 

& ca 

> 21, | certify that | attended the deceased from__fUU___ 2. __ Ss ter A Cie 198)_.,that 1 last saw the deceased 

alivean_ DEC ff . 192. 52... ond tha) death La at 2:30AM, fram the causes and an the date stated abave. 


- ADORESS (Street, city or town, stote) . DATE SIGNED 
* ~ . 
Gk lye _§ pes field we State Yospital 
PHYSICIAN'S 
NAME (Type) eis 


jauld be detached for use as the burial-transit permit. 


Strar prior to burial 


oc 

ey Zio. BURIAL, CREMATION, | 220. DATE THEREOF Tie. NAME OF CEMETERY OF CREMATORY Td, LOCATION [City, town, or county) (Store) 

So: Boy Specify) 

082 

= Epa 2 HESS i, 24a. REC'D oy am R ras SIGNATURE q 

VS Al5 (4) ,, y A DI 
9/55 a vy Aoar? Zi 0. Ware ZH M4 

a ac 
lid 


sy 


a 2 shauld be filed with 


thin 24 hours after death: Page 4 


Pages, 


in 72 hours after deoth. 


Then please remave carbon papers. 
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oo = {& OR INSTITUTION ON A FARM? 
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SoBe /|__Secretary Maryland U.S.A. 
3 ‘s 3 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ee John K, Cassady Mary Loretta Mackin 
€ 3 8 ne WAS. eo U.S. agi RORGESE, 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
= & fas 0, of unknown) Uf yes, give wor or doles of vervice) 
De | “io = tide. Springfield Hospital Records 
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7 wipoweo [Fy oworceo lApril 29,1884 aes (AIRES) gs 
+ Toe. USUAL OCCUPATION {Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign take 12. CITIZEN OF WHAT COUNTRY? 
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a? 2] Balto. City | Ma. USA 
s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
£ Robert Close Martha Acton 
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ZSene z “Qs GID ccna ee 
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Kame Or = HOSP AL (If nat in hoxpitol, give sires! Lae d. STREET ADDRESS a B neoesee 
™) | ~ OR INSTITUTION eee / Dp rs * ON AF 
éj Sis ves EERO so 


3. NAME 4, DATE Month Doy Year 


DeceAstD 'P /P OF . 
(Type ar print) Ze WE IPER,. "VE eee DEATH GO. 19! 
5. SEX 6. COLOR OR RACE | 7. MARRIED (C] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in y ee tF Fir Bon iF UNDER 24 HES. 
lost birthdoy) Min. 
Ys, \ Lis woowen E—_ovoreeo i |/Z77/. ee eed 
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eg pe de | ecw, 
tGUGALHA LDA C4 IY, Li LIL4 pF a y (] Z haf Ln 
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| [18 CAUSE OF DEATH [Enter only one couse per line for (oy Hf) ond (c)] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 
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“ong 


=) 


in 72 hours after death. 
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r4 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)|19. WAS AUTOPSY 
1s yes] NO 
= 200. ACCIDENT WAS $ UNDERLYING O 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Wl of item 1B.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& I (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, “i Year | 20d. INJURY OCCURRED 7 PLACE OF INJURY tHome, farm, 1 20F. (City oF town) {County) (Stote) 
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= p.m. Oot work 
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(Oa ple J SG, fala LL. 


23. F) 


sae Qua, RECO BY oe CEIRAR'S SIGN STUR aR 
f 
oo LMA Ls L; LLLZA pate JZ. ( 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after deoth: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 9 4 4 
B 12955 CERTIFICATE OF DEATH : 


a Reg. Dist. No. 
= ai. Ligh ret DEATH a airy abe (Where deceased lived. If institution: Residence befare admission) 
b. COUNTY 

¥ Mi 
33" } a Maryland Citi v 
© 4 b. CITY OR TOWN {If outside corporate limits, write «¢. CITY OR TOWN (IF autside corporote limits, write RURAL and give sfeares! town) 
a RURAL and give nearest tawn) / 
2 Om Baltimore ! ‘i 
2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
‘* au OR set ie ad ON A FARM? 
a / ae Be odale Aven ves] Not) 
2 pa 
. 3. pane oy First Middle Lost 4. ress Month Day Year 
‘ {Type ar print) Winifred Josephine Duffy eae 29. ae. 
So 
2 


5. SEX 6. COLOR OR RACE [7. maRRteD BK} NEVER MARRIED [] |8. DATE OF BIRTH % AGE (tn = if UNDER } YEAR] iF UNDER 24 HRS. 
Min. 
ie ae ae are ze or | 


10a. USUAL OCCUPATION {Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country} bain CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


— 


PART I, DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE {a} 
of he QUE RX 
Canditians, if any, which wArteriosclerotic cardiovascular disease 
gove fo immediate 
cause (a), stating the under. { DUE TO 


hopneumonia 


é 

o 

4 

a 

« y) Maryland U.S.A. 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

8 ‘ 

¢ i Flshert: Ma LL Lo 

2 aS. aS CCR Es IN U.S. ARMED ips 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

& (Yas, no, oF unknown) (OF ya, give war or datet of service! 

Ps re) ae okn Spr. Hospit, Records 

g 18. CAUSE OF DEATH {Entor only ane coure per line for {a}, (b), ond (c).] INTERVAL BETWEEN 
a 

5 

2 

= 


lying couse fost. ©). 
Pant i. OTHER ees Mal ae CONTRIBUTING TO DEATH mabe RELATED JO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) (19. tee ee 
Anyotrophic lateral scleros is, Decubitus ulcer ene 


200. ACCIDENT WAS UNDERLYING (]) ‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Manth, xs Yeor [2od. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 1201 (City or town) (County) {State) 
Hour a. 9. While Not tile foctory, street, office bidg., = H 
pin lot work [[] ot work 


21. | certify that | attended the deceased en es Boones F 1921, to, __12=29= 11 _that | last saw the deceased 
alive on_______.. 12=_ 292, 1 Te, and thot death occurred atl .M, from the causes and an the date stated above. 


ADDRESS (Street, city ar tawn, stote) DATE SIGNED 
ritthee Aeezromed Sry la. Springfield State Hospital _12=29-57 


Zz 
Q 
= 
< 
ia 
= 
& 
S 
i] 
= 
< 
y 
Fay 
ir 
= 


to burial, cremation, ar removal, and in any event within 72 hours after dea! 


DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral director, 


wuld be detached far use as the burial-transit permit. 


é 


‘or prior 


Nimtives Edmund Lusthaus .D. Sykesville, Maryland. 


may bs retained by the hospital or attending physician. 


oe BURIAL, pee ‘2b. DATE THEREOF Yi 2d. LO ‘fr county) ite} 
a eer Le oii aaa 


> 
S ay, OK MLALAE | 
hs j om L DIRECTOR'S 1 oy SA DRESS, BEA‘ REC'D BY REGISTRAR | Zab, REGISTRAR'S SIGNATHRE 
wa \) BS d ee) 30) Keeforf lowe 12-27-57 Vi Spite 
Y, / 


~ 
° 
& 
2 
= 
g 
3 
s 
°° 
>. 
3 
2 
< 
« 
c 
£ 
= 
2 
Ba 
5 
FH 
3 
2 
& 
Ps 
3s 
£ 
© 
g 
= 
8 
= 
° 
3 
3 
° 
aa 
3 
= 
$ 
S 
g 
2 
4 
° 
2 
= 
3 
< 
9 
ard 
3 
=x 
a 
° 
Zz 
a 
z 
S 
< 
o 
° 
= 
= 
= 
S 
o 
= 
° 
= 


ind 2 shauld be Be with 
Ps 


a) 


Then pleose remove carbon popers. 
y event within 72 hours ofter death. 


or removal,_and in on; 
— 
a 


\L DIRECTOR: After this certificote has been signed by the ottending physician ond completely filled in by the funerol director, 
MEDICAL CERTIFICATION. 


jould be detached for use as the burial-tronsit permit. 
ror prior to burial, crematian, 


Al 


< 
12 
4 
x 
£ 
o 
o 
AZ 
aod 
€ 
id 
° 
a 
&. 
2 
¢ 
$ 
v2 
2 
=: 
> 
e) 
3 
2 
ua 
2 
f4 
> 
c) 
E 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 * 1 2 9 48 
+12956 CERTIFICATE OF DEATH ala 7Y 


te oat wet DEATH Fs sa eer (Where deceosed lived. If institution: Residence before admission) 
b. COUNTY 
prod ng “Mary Land Carroll 


b, CITY OR TOWN (If outside corporote fimits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) 4 4 
Sykesville lmiléd “Sykesville 


d, NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS @. tS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 


/4|_Springfield State Hosnita Rt #2, v6 L) NOE] 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 


DECEASED OF 3 
(Type or prin!) Ma Lelia Dwyer DEATH A2 28 19 57 

5. SEX 4. COLOR OR RACE |7. MARRIED PX NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE{In yoo [FUNDER TVEAR]IF UNDER 24H 

last birthday) [Months] Days | Hours] mM 
Female White |woows Q DivorceD [] 10 = 1 = 89 68 yn. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if relired) 
/ housekeeper own home Maryland U.Seks 


13. FATHER’S NAME \" MOTHER'S MAIDEN NAME 


John Holland Elizabeth Duvall 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. ]17. INFORMANT address 
(Ves, no, oF unknown) (i yeu, give wor or dates of service) 
okn S,S Hospital Records 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (¢).] INTERVAL GETWCEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: * 
IMMEDIATE CAUSE fo] E ty hours 


TK: DUE TO 


Conditions, if any, which 
Gove Frise to immediote 
couse (0), stoting the under ( DUE TO 


lying couse lost. (q 
Pat, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Not RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T(o)]19. WAS AUTOPSY 


C.B.S- due to Artericscler, Diabetes Mellitus 9/, > YED) NO] 


ry ACCIDENT WAS_UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING E] CAUSE OF DEATH 
(HF EXTHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, “<. Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, onl 1 20f. (City oF town) (County) (Stote) 
Hour 0. #1. While Not nee foclory, street, office bidg., etc.’ " 
p.m. lot work [7] of work 


21. | certify that | attended the deceased fram... cae 19.57, to___. __-- Yee, 2P19.57.,thar ) last saw the deceased 


olive onus emg Rss 22 5 _P_M, fram the causes and on the date stated abave. 
a ADORESS (Street, city or town, state) DATE SIGNED 


SONAT 3 ingfield State Hospital _ 


NAME (tyne) Edmund Lusthaus Sykesville, Marylands 
‘220. BURIAL, CREMATION, | 22. DATE THEREOF 2c. NAME OF CEMETERY" RERNEEORY 22d. LOCATION (City, town, o¢ county) (Stote} _ 
| Hie View Howard Co., Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE J 240, REC'D BY REGISTRAR “4. 'S SIGNATURE - 

hy: ie a Winfield, Ma, aN O sane LL, 


3A Nvayng 


or 


. oS NYP 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 129 49 
0 CERTIFICATE OF DEATH 


Reg. Dist. No. 


~ ce 
Greets 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insliution: Residence before edison) F 
8 a °. b. COUNTY : 
e &£ MARYLAND 
~ 32 Carroll faryland Frederick 
| Soe b. CITY OR TOWN (IF outside corporote limits, write c. LENGTH OF STAY IN 1b. c. CITY OR TOWN (If ovtside corporote limits, write RURAL ond give nearest town) 
$ sa RURAL ond give nearest town) 2 
8 
° 32 Bykesville 2 yrs 8 mons Rocky Ridge ey, 
2 fe 23 d. TAME OF RON (If not in hospitol, give street oddress) d. STREET ADDRESS: e. = bee ot | 
5 £5 NA FARM 
rad mo 
g 35 Springfield State Hospital none yes} xoO 
2 3. NAME OF First Middle low 4. DATE Month Day Yeor 
2 ECEASED OF 
3 7. Rice path Elsie Anna  Eigenbrode com December 2 Bea 
c = 
= >e oS: SX 6. COLOR OR RACE | 7. MARRIED FX] NEVER MARRIED. oO 8. DATE OF BIRTH vi, ace Wika UNDER V YEAR| IF UNDER 24 HRS. 
are = i Lat Hi i a 
3 io emis white Wee orvorceo [] 12~28.82 aH pee (erent ase Min. 
a 
3 & a2 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 £ luring mest of working life, even if retired) 
3 88 4 f working lif if ‘ 
é v 
3 pe House none UeSehs 
Ss § 8 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
4 
© Sts 
26 William Henry Dotterer Mary Catherine Roop 
2 ge 
Et 3 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT Address 
Ee dusban: 
=e abe 1Y¥es, 90. or unknown} (if yes, give war or dates of service) “" 
OSes no | none Cameron Eigenbrode _Hocky “idge, Mgryland 
e £8 
3 3 g ae 18. CAUSE OF DEATH [Enter only ene couse per line for (a). (b), ond (c}-} INTERVAL BETWEEN 
3 225 PART |. DEATH WAS CAUSED BY: et ge salad 
eee ees TMMebIAte Cause o)__Cerberal Hemorrahage hours 
= ges Be 3/X DUE TO 
-~ =e > # 
S “oe 
= fr Conditions, if ony, which w_Arterio- Sclerosis 
8S QEo gove rise to immediote 
Ss shes couse (0), stoting the under. ( OVE TO 
Feeney tying couse lost. ey 
£ is Ey 
a” 3 5 2 z Pant i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} 19. WAS AUTOPSY 
Bi punircs 4 a ea a PERFORMED? 
wege8 < yes] NO 
ga5noo uu Oo 
<= = = 
FE oees = [200. ACCIDENT WAS UNDERLYING [3__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Port Il of item 18.) 
Z 825 B | pence’ NOMPY MESICAL EXAMIRER, 
ages 8 
se : 2 
2 B585 & ]20c. TIME OF INJURY Month, Doy, Year }20d. INJURY OCCURRED =| 20e. ae OF uy scion farm, | 20f. (City or town) (County) (Stote 
S5.% 93 a Heures While Not whil tary, street, office bldg., Abe 
zs c 5 = p.m, 19 lot work [7] of work | 
Denecce 8 E 
z S20 3 21. | certify that | attended the deceased fram._____.. May..26._., 19.55, ey 19.57.,that | last saw the deceased 
< 2.2 a a 
ae $3 alive an____.. December 2.1 O1., and that death accurred at 3.245. AW? from the causes and on the date stated abave, 
E>TOso. 
<5 C7 
im 
epee. | SIGNATURES Af FAO BGP Cy MD. 8 
Orcaraé / 
Sheet: / PHYSICIAN'S 
ez 5 NAME (type) DIe Me N, Mastin ud, Fee Sykes 
= 
S38 > 220. BURIAL, CREMATION, | 226. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY Wid. LOCATION (City, town, or county) (Store 
OS 8° L. (Specify) 4 
zoR r 7 
OFo ke t AL HURCH OF BRBTHERN ROCKY RID MARYLAND 
fl RAI fae R'S SIE ADORE! “4 z R - 
7" “3 n pias ERAL DIRECTOR'S p ROE a DDRESS i re BY REGISTRAR | 24b Oo NATU Ee 
ee y Z 
15M 9755 [| Reymond ge hurmon Md Ha 
o 


OL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2953 CERTIFICATE OF DEATH 


1 


12950 


ae ACCIDENT WAS. centre Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part t or Part Il af item 18.) 
IR CONTRIBUTING [) CAUSE OF DEATI 
tr EITHER, NOTIFY MEDICAL EXAMINER). 
20c. TIME OF INJURY Month, a Yoar | 20d. INJURY OCCURRED: ‘20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (State) 
Hour. fy. While Not eae PRG RA ENRON, 
p.m. lat work [[] ot work q 


21. | certify that | attended the deceased from. ~ duly 
alive on../2. 2/3 te, EZ, 


MEDICAL CERTIFICATION: 


-- WEB, oLZ- ZS 19S Z that Vast saw the deceased 
and that death occurred at.’ 


--¢Z..M, from the causes and an the date stated abave. 
ADORESS (Street, city or town, state) DATE SIGNED 


ACTUAL 
SIGNA’ 


Aa. | 


wid be detached far use os the burial-transit permit. 
far prior to burial, crematian, ar remaval, and in any event 


NAME (Type| 


mysicans E, Ambler Thompsof{t, M.D. 
"i See aa eR 6a Sel er A a 


# 


may be retained by the haspital or attending physician. 


> oe Reg. Dist. No. 
% 3 $ ‘{1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
= £3 Pee sous MARYLAND ON b. COUNTY 
., Be Q an 2 1 
££ Bey! B, CITY OR TOWN (If outside carporate limits, write | ¢ LENGTH OF STAY IN 1b c CITY OR TOWN {If autide corporate limit, write RURAL ond give nearest Towa) 
§ 33 ~ RURAL ond give nearest lown) 
c 32 Db i . Rura aneytouwn 
2 2 2 d. NAME OF HOSPITAL (I€ nat in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
o =4 OR INSTITUTION ON A FARM? 
v am YES &] Ni 
+ @ xD 
2 £ 3. NAME OF Fint Middle low 4. DATE Month Doy Yeor 
es DECEASED OF 
& s (Type ar print) Veorg Ma D air Beet December 26 ida 
2 oe 5. SEX 6. COLOR OR RACE |7. MARRIED Fe] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER TYEAR]IF UNDER 24 HRS. 
3 ge last birthday) Seu Min. 
2 ae Wale White _|woowoc over July 22, 190 prime Weil Ca Niel 
2 es. TOs, USUAL OCCUPATION (Give kind of wark dane|10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Siote or foreign county) 12. CITIZEN OF WHAT COUNTRY? 
aes BS | during mast of working life, even if retired) 
5 Bes Freight Hauling Maryland U.S.A. 
3 ° 3 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ese 
2 2 + 
3 tA Birnie W. Fair Margaret R. Vaughn 
= 363 15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
=o ra (Yes, 90, 6F unknown} (HE yea, give wor oF dotes of tervice) 
Pees Q 15-20-8142 Mrs, Marlin Fair, Taneytown Maryland 
= o> 3.e—- :. 
g Ses 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and. (c).] INTERVAL BETWEEN 
oD £85 PART I. DEATH WAS CAUSED BY: ; be ea a eal 
& Se IMMEDIATE CAUSE (0} A Wathen 6. Ades t JQ 
= ££ —— ee 
. ae 4 DUE TO oA : = 
= 3 Conditions, if any, which rs breear 0 Py Lee / u2L0 
3 3 gove rite to immediote 
BOE cause (a), stating the under. ( OVE TO : a , d,,0 <% 
& lying cause lost. ert dn d44 7 & 24. CCAMA At PLAN 1956 
ale Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REURTED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. Wav aurorsy 
SeZa 
ees # rat No [J 
£ = 
é 
3.2 
230 
<2 
eee 
wes 
| ages 
aoe 
Oss 
Zee 
ar< 
Gka 
E70 
nae 
x“ 
O26 
zee. 
E 
4 SSE Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, tawn, ar county) (Stote) 
Qr5-8° Laie (Specify) 

Bila ie 3 a] 29 ttheran Gemete Taneytown, Maryland 

ee 23. FUNERAL DIRECTOR'S Si¢ 24g. REC'D BY REGISTRAR b. REGISTRAR'S SIGNATURE 

Ys Als (4) Cet i . 037 ; f 

Yen 9788 C.0.Fuss & ‘Son 2V n, Med oar DBS 3 TRL, 


MARYLAND. STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
©12959 CERTIFICATE OF DEATH 


295) 


" a \ Reg. Dist. No. 

: M Ly ro a fag eeiccatc (Where deceased lived. If institution: Residence before ih 

a Carroll MARYLAND || ° Maryland ~ S<centr 

= 3 b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

8 RURAL ong.gve wore fowl 

2 eury to 7 days Baltimore 

3 

2 a. NAME OF HOSPITAL (lf not in a give street oddress) d. STREET ADDRESS «13 RESIDENCE 

« Henryton State Hospital hol. Green Street yes K} NOC] 

. 3. peice First Middie 4. ead Month oy Yeor 

\ (Type or print) Martha Farmer DEATH 12 k 19 

4 }. SEX » ee . TI 9. AGE (I IF UNDER 1 YEAR| IF UNDER 24 HRS. 

& 5.51 6. COLOR OR RACE MARRIED [] NEVER MARRIED Oo 8. DATE OF BIRTH pt Ant aey Tonks ts ae 
Female Negro __|wipoweo pivorceo [] 6-28-1900 yn. 


10a, USUAL OCCUPATION (Give 
during most of working life, 


! Unknown 


an if retired) 


ind of work mi KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign country) 


Middlesex Co., Virginia 


12. CITIZEN OF WHAT COUNTRY? 


U.sSeAe 


13. FATHER'S NAME 


Charlie Jackson 


14. MOTHER'S MAIDEN NAME 


Elizabeth Richardson 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Yen, no. or unknown) {It yen, give wer or dates of vervice) 


No 


17. INFORMANT 


Address 


Martha Farmer - 0) Green Street 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 
PART |. DEATH WAS CAUSED BY. 


IMMEDIATE CAUSE (o) Far advanced bilateral car 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then pleose remove carbon popers, 
event within 72 hours after death. 


DIRECTOR: After this certificate hos been signed by the attending physicion and completely filled in by the funeral di 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death. Poge 4 


ae 
as DUE TO 
Po Conditions, it ony, which 
Eo I ] gove rise to immediote aa 
LES covse (0), stoting the under- ( OVE TO 
=? lying couse lost. 
Se dang Soutertost.. {c) 
5 3 Part Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)[1?. WAS AUTOPSY 
23 e 
39 6 eS i no] 
3 § ie 20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Hl of item 1B.) 
id & | OR CONTRIBUTING ET CAUSE OF DEATH 
£s & | (Ie EITHER, NOTIFY MEDICAL EXAMINER) 
oE8S % |20c TIME OF INJURY Month, Dey, Year ]20d, INJURY OCCURRED [2%e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Stote) 
eh 8 2 S Hour o. m. 0 While a Net sti foctory, treet, office bldg., etc.) | 
=_25 jot work [_] ot work ' 
2258 i a 
Te 21. | certify that | attended the seated from November 2/957, wWecember I} 19577. mat ( last saw the deceased 
22 a 
ie, 33 alive on. Vecember alts Bie 3 and that death accurred at..9._Ae M, fram the causes and an the date stated above. 
£ 
e635 de ADDRESS (Street, city or town, stote) DATE SIGNED 
apse Want Meh. 
r) -il— 
E33 /| [Stine deen Mh fants eg no..Henryton, Maryland 22-4-57 
gE5 1 i 
‘a 5 rcs or. Edgar Maculans, Supt. Henryton State Hospital 
sy rat 3 Wo. -BUBIAL- CREMATION, aay te, DP Wd. LOCATION (City, town, or county) (Stote) 
>> o> pec 
ee: I 
= 2. FUNERAEDIECTOR'S £IG GRECO BY REGISTRAR | 2b, REGISTRARS SIGNATURE 
15 (4 y i 
eaiy) big eA dl G/L Jp ore 12-6457 | Lebar Ze kpaches 


) 


Ys 


E 
=a 


Ti 2 should be yi, 


Then please remove carbon popers. Poges 
1 within 72 hours ofter death. 


te has been signed by the attending physicion and completely filled in by the funeral directar, 


DIRECTOR: After this certifi 
wld be detached far use os the buriol-transit permit. 
‘ar prior ta burial, cremation, or remaval, and in any 4y; 


cL 


& 


may be retained by the hospita! or attending physician. 


TO FUN 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
- $2960 CERTIFICATE OF DEATH 


}. PLACE OF DEATH 
oe. COUNTY 
2arroll 


2, USUAL RESIDENCE {Where deceased lived. If institution: Residence befare odi 


+n i £3 more. 


*Naryland 


'b. CITY OR TOWN (If autside carporate limits, write 
RURAL ond give nearest town) 


kesville 


c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


Baltimore City 


d. NAME OF HOSPITAL {IF nat in hospital, give street oddress) 


OR INSTITUTION 


d. STREET ADDRESS 


1603 Bast 30th St. 


@. IS RESIDENCE 
‘ON A FAR! 
yes [] NO 


Springfield State Hospital 


3. NAME oF Fint 
{Type oF print) Margaret 


Fitzgerald December 4 


. COLOR OR RACE |7. MARRIED] NEVER MARRIED PX] | DATE OF BIRTH 


5. SEX 6. 
Female White 


6-7-1871 


wipoweo (] 


Wo. USUAL OCCUPATION (Give kind of wark dane] 106. KIND OF BUSINESS OR INDUSTRY 


during most of working life, even if retired) 


rug FPaeker 


11. BIRTHPLACE (State or foreign country) 


Maryland 


12. CITIZEN OF WHAT COUNTRY? 


13. FATHER'S NAME 


John J. "i tzgerald 


14, MOTHER'S MAIDEN NAME 
Nora Kerwick 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


{Yer, no, oF unknown) I yes, give wor or dotes of service] 


¥ be 
Mrs. Evelyn R. Mudd Washington D.C 


no 214 - of - 


al DUE TO 
Conditions, if ony, which mS 
gave rise ta immediate 

cause (0), stating the under: ( DUETO 
lying cause lost, {c). 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and {c)-} UNTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
7 IMMEDIATE CAUSE (6! Oa usion 


Cardio-vascular disease 


Hynertensiv 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 


Chronic brain syndrome associated with senile brain disease, with psychqsf 


IN PART Haj} 19. WAS AUTOPSY 
Ba acl 
O Noy 


OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port It of item 1B.) 


MEDICAL CERTIFICATION. 


‘a. BURIAL, CREMATION, | 22b. DATE-THEREOF 
PMOVAL {Specify} fh +, 
Do Rid mA IS 
4 


23. FURIE: RAL DIRECTOR'S SIGNATUR 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) 
factory, street, office bldg.. etc.) | 


}20c. TIME OF INJURY Month, Day, Yeor { 20d. INJURY OCCURRED 
Hour a. m. While 
p.m. 1 Jot work [] at work (J 


21. | certify that | attended the deceased fram. ___L1. 2u/ok _, VP 22s, to____12 ft Dies, 19____.,that t last saw the deceased 
ative an__12/k. oe eee % Vee; and that death accurred at. 


ACTUAL 2 th 
SIGNATUR : hetaet 


NAME (heey Irene L. Hitchman, M. D. Springfield State Hop., Sykesville 


ADDRESS (Street, city ar town, state) 


METERY. OR CREMATORY 


yt 
t, ft ; Ma. REC'D BY REGISTRAR 24b. REG) RAR'S KK JATURE 
tM le. MBE Sl? CZ 


72d. LOCATION (City, tawn, ar county) 


iad Phen 


ind 2 shauld be filed with 


—“% 


- 


feat, 


Then please remove carbon papers. 


DIRECTOR: After this certificate has been signed by the attending physicion and completely filled in by the funeral directar, 
, and in any event within 72 hours oftey 


wld be detoched far use as the burial-transit permit. 


or priar to burial, cremation, or remavol, 


L 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 
moy be retained by the haspital ar att ici 


TO FUNE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 y 5 7 
Q CERTIFICATE OF DEATH y 


¢ 0 Reg. Dist. No. 


2. eed {shed (Where deceoied lived. If institution: Residence before odmisylon) 
°, b. COUNTY 
Var 


land 


<. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 


1. PLACE OF DEATH 
©. COUNTY 


Carro 
b. CITY OR TOWN, {IF outside corporote limits, ea LENGTH OF STAY IN Ib 


MARYLAND: 


RURAL ond give nearest town) 


Sykesville since 11/1 Baltimore City VOl~¢% 
d, NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS 4S RESIDENCE 
OR INSTITUTION ON A FARM? 
pringfield State Hospital | Unknown ves 0 NOW 
3. NAME OF First Middle Lost 4. OATE Month Day Yeor 
DECEASED js 
{ype or print Frank Foley dete ~December 16 19 57 
5, SEX 6. COLOR OR RACE |7. maRRiED[-] NEVER MARRIED ff] | & DATE OF BIRTH 9. AGE (In years TF UNDER 24 HRS. 
fost biethdoy) [Months Min, 
Male White wipoweD [} pivorced [] 1883 yes. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS.OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life. even if retired) 
a Maryland U.SAe 
13. FATHER'S: GAME 14, MOTHER'S MAIDEN NAME 
Mike Foley Mary Dean 
‘ WAS DECEASEDEVER IN U. S. ARMED FORCES? | 16. Gd SECURITY ‘NO. |17. INFORMANT Address 
fib or wmrcaal "| Ppl Gent wig okt Peat . 
no “ee Records of Springfield State Hospital 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per Le for (0), (6). ond (c).] INTERVAL BETWEEN, 


PART I. DEATH WAS CAUSED BY: 2 s 
; IMMEDIATE CAUSE (o)_Coronary occlusion minutes 
DUE TO 
Conditions, if ony, which (ob 


Gove rise 10 immediote % 
couse (0), stoting the under: ( DUE TO 


lying couse lost. (2 


3 Pant Hl OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|9. WAS AUTOPSY 
Pe es oe ERFORMED? 
< Psychosis with mental deficiency is O nox 
200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 18.) 
& | OR CONTRIBUTING LD] CAUSE OF DEATH 2 
& JUF EITHER, NOTIFY MEDICAL EXAMINER) enn nee 
G [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ain, 208 (City of town) (County) (rote) 
3 [ji:Piggt ht a ep : White Not white. foctory. street, office bldg... 
= pom. 9 ot work [] ot work [J enw a a 
21. | certify that | attended the deceased fram_ September 1 LZ, to. December 16 19.97. that | last saw the deceased 
alive on. December 16... Ihe and that death accurred at.L1.S10A,M, fram the causes and an the dote stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


PHYSICIAN'S. 


NAME(Type) Walther H. Sonnenfeldt, M.D. 


Zio. BURIAL. Sosy iW, DATE eS ‘We. NAME OF CE RY OF REMATOR 7 Zid. LOCATION (City, s6wn. or county) (Stage) 
ve bes) EVAL ZH ey, = 
/ 7 Vf feripre | rt 
; zs eS, 


DIRECTOR'S SIG! a J) aaa. REC'D BY REGISTRAR | 24b ren ffs '$ SIGNATUR 


J} GLE) © = ‘| oate/ 2-H 


pay with 


Then please remove carbon popers. 


|, ¢remotian, or removal, ond in ony event within 72 hours ofter death. 


or ottending physicion. 
DIRECTOR: After this certificate hos been signed by the ottending physicion ond completely filled in by the funerol director, 


ld be detoched far use as the burial-transit permit. 
lar prio ta burial, 


#: 


page 
the ri 


% 
° 
5 
e 
= 
2 
Er] 
Uo 
3 
= 
a 
2 
: 
E 
a 
° 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 haurs after deoth: Poge 4 


TO FUNE! 


ba 
> 
Rtrd 
oe 


4) 
A } 


8 


—“_ 2 should be 


rae 
jenn 


i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 95 y 
112962 CERTIFICATE OF DEATH ys 


Reg. Dist. No. 


Ay bey eeh DEATH ww sees verses ante? (Where deceased lived. If institution: Residence before admission} 
°. o. b. 
Carroll MARYLAND Me and Seen Chateear 
b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
ee ‘ond give neares! town) b: . 
Sykesville lyr. x: Rural --Westminster 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS. iS RESIDENCE 
Suiten Nursin ome YEU) NOE] 
ng Hc J 
2: pat z First Middle Lost 4, DATE Month Doy Yeor 
Cpe or in ARP H, FRANKIIN | bam Dec, 13, 1857 
9. AGE (In yeors [IF UNDER 1 YEAR) 


lost birthday) 
ye. 


‘5. SEX 6. COLOR OR RACE | 7. MARRIED (] NEVER MARRIED o 8. DATE OF BIRTH 
female | white |woowom _ovoreeoO | Sept. 7, 1877 


VOe. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


housewife home Maryland 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Mary Spurrier 
17. INFORMANT Address 


Mrs. Edward Will, R.D. Westminster ,Md. 


12. CITIZEN OF WHAT COUNTRY? 


Lewis Koontz 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


(Yes. no, or unknown) | {U1 yes, give wor oF dotet of service) 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {c}.] INTERVAL BETWEEN 


‘ 
PART |, DEATH WAS CAUSED BY: abhi ehe > OS te 
IMMEDIATE CAUSE (0), Crrlige 
bp o DUE TO 2 
Conditions, if ony, which 1 Corba , ao i Auf Ahassaa pling id 


gove rise 10 immediote 


couse (0), stoting the under. ( DUE TO i ‘ 
lying couse lost. @ pul 


rs Paar lt. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
s yes] no 
& [200. ACCIDENT WAS UNDERLYING CL] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port Il of item 18.) 
& TOR CONTRIBUTING LJ CAUSE OF DEATH 
& J (IF EITHER, NOTIFY MEDICAL EXAMINER) 
y ee 
G [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, 1 20F. (City or town) {County) {(Stote) 
a Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
2 p.m. jot work [] of work [7] H 
21. 1 certify thot (4 bas the deceased from._ AF LoS a > Upe see to, Ch aioe. , 19.92, that | lost saw the deceased 


alive ene fen oo ia He mike i Ay, and that death accurred at hide P M, fram the causes and on the date stated abave. 


“7 ADDRESS (Street, city or town, stote} vi SIGNED 
Fil aE he hele Lee A vaaallis..jithe: 13 kee 37 


a HOWARD E. HALL 


‘Tc. NAME OF CEMETERY GReCRERNPORY Td. LOCATION (City, town, or county) Gel 
city) 
ORLA he- 16-19 reek Breth -014, Co a 
23. aie DIRECTOR'S SIGNATURE ? , ADI DRESS am b. vs FRAR 
CG. M. Waltz, Winfield, Md. ; a peg 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1L@UVU 


+ 12963 CERTIFICATE OF DEATH ni sectaalte ae 


‘ 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


. ial el 


onl 


tor, 
jth 
) 
f 


ve Sy geaiy aaa EVERIN URS ANHEDIEO NCES 16. SOCIAL SECURITY NO. . 
No 213~05-1632 | Clarence L. Garber, Westminster, Md. R.D.7 


18. CAUSE OF DEATH {Enter only one couse per line for (0). (b). ond (e)-J 
U 


PART i, DEATH WAS CAUSED BY: 
. IMMEDIATE CAUSE (o} 


44 ‘ DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave, 


|, cremation, or remayal, and in any event within 72 haufs after 


4X8 
2s b. CITY OR TOWN (If outside corporate limils, write | ¢. LENGTH OF STAY IN Ib || __c, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ear a nse jo) 
s2 es minster life x2Rural, Westminster 
o © 
at pt gy a “4 SHEET OOS Unt ontom Digerict | SiSea 
ao estminste 3 fH Westminster, Md. R. De. 7 ves C] No Bit 
e stminster Md. Rs 
: 3. NAME OF Fay Middle lost 4. DATE Month Day Yeor 
2 . DECEASED OF 
23 UType oF eri Alice Florence Garber beara 12 / 1i/. 57 19 
=e 5, SEX 6. COLOR OR RACE |7. MARRIED [OFNEVER MARRIED [7] | B. DATE OF BIRTH 9. AGE a IF UNDER 24 HRS. 
= = H. Min. 
25 Female White |wioowe oworceoQ | 2/22/1917 td pe fea e ie Oe 
e A ms "Oo. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign count) 12. CITIZEN OF WHAT COUNTRY? 
= ur) weet 
ood | Supe: or Rubber Company Carroll Co., Me U.S.A. 
Ww qT 13. eS a M4 Novus MAIDEN Nae 
Ks 
- William E. Flickinger eC apade pra 
3 17, INFORMANR LL Fi ‘Address 
a 
oo 
g 
£ 
2 
£ 
° 
o 
€ 
& 
2 
3 
4 
= 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after deoth: Page 4 


ve Conditions, if any, which i 

— gove rise to immediote Le 

3. couse (0), stoting the under. ( CUETO 
5 +3 lying cause lost. (). 2 
iS g 8 A Past Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1N PART VYo}} 19. fee Dee Seca . 
2 e 
£23 = —- ves] No 
carer = | 200. ACCIDENT WAS UNDERLYING C)__ 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Il of item 18.) 

2 
Fa & | OR CONTRIBUTING C] CAUSE OF DEATH 
ged G | GF EITHER. NOTIFY MEDICAL EXAMINER) 
Ste = ce ee ie ee 
obs & }20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, { 20f. (City or town) (County) (Stote) 
5.28 a Hour 0. 1. Whitéon ae Not Bile: foctory, street, office bldg., ele.) ! 
3 “25 2 p.m. 19 lot work [J] ot work > H 
cme 3 
BSS = 21. | certify that | attended the deceased from._.%// WEF to 

zoo 
e e 3 5 alive on_____/ SBLAS TRO oy and that death occurred atZ AM, from the causes and on the date stated above. 
= g car ADORESS (Street, city or town, stote) DATE SIGNED 
FF is ACTUAL 
ye2e = ot ee kis oe . Saale Nirektmne 1 2h lliale 
fs 
8a g ‘ 
23 NAME (type! al LE. flobenT So» _ Wew Wiad Sar, . 
sy % ? Ro. eer ‘Zac. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Stote) 
>D-o~ 
‘ae Bats oe -Kriders Luthe Nr. Westminster, Carroll rT, de 
= 


era Ly “Wreriom, my [DEC oo Ve 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter decth: Page 4 


wad 


Then please remove carbon papers. 


has been signed by the attending physician and campletely filled in by the funeral director, 
prior to burial, crematian, or removal, and in any event within, 


uld be detached for use as the burial-tronsit permit. 


moy be retoined by the haspito! or attending physicion. 


TO FUNERAL DIRECTOR: After this certificate 


“= 2 shauld be 


iw: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, “ 129 56 
Q “CERTIFICATE OF DEATH a. Dist. No. 


sf. 0 LL 
CE OF DEATH ry conte RESIDENCE (Where deceased lived. If institution: Residence before odmissipn} 
Carroll MARYLAND Maryland  "'*" anieg 
b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF autside carporate limits, write RURAL ond give riearest tawn) 
RURAL ond give nearest lawn) v 
Sykesville oo Cumberland TEMS dee 
d. NAME OF HOSPITAL (tf not in hospital, give street address} d. STREET ADDRESS e._tS RESIDENCE 
OR Sods ION CON A FARM? 
Springfield State Hospital 212 Fulton St. ves [] No 
3. First Middie Lost 4, DATE Month Doy Year 
BeceASe Edna David GATEHOUSE Beats i RF oh 
8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 


lost caer Min, 


5. SEX 6. COLOR OR RACE |7. MARRIEGE_] NEVER MARRIED [1] 
Female White |wiooweo[] _vivorceo F] 


August 7, 1886 


oy Wa. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (State or foreign country) ¥2. CITIZEN OF WHAT COUNTRY? 
8 ! during most of warking life, even if retired) 

is Chiropractor AMM South Carolina U.S.A 

5 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

3 ‘ 

: ” John H, David Arletta Manning 


i WAS DECEASED EVER IN U. S. ARMED. aa 16. "Sack. NO, |17. INFORMANT Address 
Yes, 10, oF unknown) UIE yes, give war or dotes of 
fear we SN Springfield Hospital Record; 


18, CAUSE OF DEATH Ok CoS ars anly ane couse per line far (9), (b), and (c}.] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


DUE TO 


INTERVAL BETWEEN: 
ONSET AND DEATH 


years 


¢ 


dde: 


Conditions, if ony, which {b 
Qave rise ta immediote 


DUETO 


ch. 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho} | 19. py a ge a 


C.B.S. associated with senile brain disease with psychotic reaction. vis] NOT 


20a, ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part It of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{iF EITHER, NOTEY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, 1 20F. (City oF town) (County) (Stote} 
Hour a. fn. While Not while foctory, street, atfice bldg., etc.) 
pom. 9 fot wark [J ot work [J H 


21. | certify that | attended the deceased from September 25 1957, to... WeGaels, 19. 57, that lost saw the deceased 
alive an_______. Dec. 28, 7_-.-, and that death accurred at_{___P__M, fram the causes and an the date stated abave. 

—— ADDRESS (Street, city or town, stote} DATE SIGNED 
ACTUAL 


SIGNAI 12-29-57 


MEDICAL CERTIFICATION, 


~ 


NAME (type) 


24a. REC'D BY ror ‘24b. BEGISTRAR’S SIGNATURE 


oe /2-29-S)| Lo Aeeteg 


or 7 J 
gz LULLEL, LLC, 
ALDI OF wy, 


1 zs MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 y) 9 57 
qe ey Se 96u ‘CERTIFICATE OF DEATH 


Reg. Dist. No. 


st 

z ‘5 vs oon ce ence (Where deceased lived. If institution: Residence before admission) 

fv us bi b. COUNTY 

58 Carroll hain es Maryland Montgome: Vv 
3 rr b. CITY OR TOWN (If outtide corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 

$ RURAL ond give nearest lown) 1 ae oy Ao 
a e e 7 mo, 2d dys pingy Chevy Chase 12 X@ A. 
+) a d. NAME OF HOSPITAL (If not in hospital, give street oddress} e. 1S RESIDENCE 
=< } ‘OR INSTITUTION q 4 g ON A FARM? 
zs Springfield State Hospital ves [] No 
ee fs 


3. NAME OF 4. DATE Ye 
besa Bead Month Day ‘ear 


(Type or print) Lowise DEATH December 11 1957 


Mi ~ 
3. SEX 6. COLOR OR RACE |7. MARRIED L) NEVER MARRIED [1] [8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS 
E lost birthday} [Months] Doys | Hours] Min. 
F W WIDOWED Divorced [] June 20, 1873 yt. 


Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


First Middle 


" 


th. 


g- ~!|__ Practical nurse rivate homes | Virginia USA 
I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Friend Lelia Aiken 
a Nae etre SRR I eo ee OnE 16. SOCIAL ky 17, INFORMANT » ; P Address 
- unk. Springfield Hospital records 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b}. ond (c)-] INTERVAL BETWEEN. 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
~ IMMEDIATE CAUSE fo) ____ Coronary occlusion minutes 


r puro Arteriosclerotic heart disease eS 


Then pleose remove carbon papers. Pages, 


a, if ony, which w 


gove rise 10 immediate BUEN 
couse (0}, stoting the under: Generalized arteriosclerosis years 
lying couse lost. (©). 
Pant jl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING, TO QEATH BUT NOT RELATED JO THE TERMINAL DISEASE CONDITION GIVEN IN.PART 1(0)/19. WAS AUTOPSY 
2} Chronic brain syndrome gesoctated with Cire atory dastur bance > with PERFORMED? 
arteriosclerosis, wi @ hotic reaction ves no 


Ne a 
20a, ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port 1 or Port Ii of item 18.) 
‘OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
206. TIME OF INJURY Month, Dey, Year [20d INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote) 
Ke ae we NM white factory, street, office bldg, etc.) ! 
p.m. 19 fot work [J ot work 1] ‘ 


21. | certify that | attended the deceased fram__ September} 19.57, to... December 12957. that | last saw the deceased 
alive on__... December_1].5, 1p, and that death accurred ot 62:45AM, fram the causes and an the date stated abave. 


3 : ADDRESS (Stree!, city or town, stole) DATE SIGNED 
SA eg L Stil be fell ~ no, Springfield State Hosoitel 12/11/57. 
é 


Nancie Certrud Sonnenfeldt, M.D. _Sy 


4 20. BURIAL, CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 
SS REMOVAL {Specify) 
ge urla 12/1 Leesburg,Va 


RECTOR: After this certificate has been signed by the attending physician and campletely fille: 
MEDICAL CERTIFICATION 


wuld be detached far use as the burial-tronsit permit. 
ar priar ta burial, cremation, or removal, ond in any event within 72 Le as 


. lown, oF County) {Stote) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death, Page 4 


ee spurge rgjinia 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24er REC'D'BY ARG! f 24b. BEEISTRAB: By 
ae 
Yenerss) Robert A. Pumphrey-Bethesda,Md Web 6 z C Marrs, Zz Zt 
V4 or 


dir: — 
ind 2 should be fi ges 


0 


Then pleose remove corbon papers, Pages, 
hin 72 hours ofter death. 


is certificate hos been signed by the ottending physicion and completely filled in by the funerol 


|, cremation, or removol, ond in any event 


DIRECTOR: After 
uld be detoched for use os the buriol-transit permit. 


‘of prior to buriol, 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2958 
12966 CERTIFICATE OF DEATH eae ay 


iv be a Ni 2. Merle apa hed (Where deceased lived. If institution: Residence before admission} 
4 a. b. 
Carroll MARYLAND Maryland COUNTY BEL bo, Gitte 


b, CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


v1 ‘esvilie ” Syrs.3mosel3 days Baltimore : 


d. NAME OF HOSPITAL (If nat in hospito!, give streel oddress) d. STREET ADDRESS ay i @. 1S RESIDENCE 
OR tN! Naeta - ON A FARM? 
Springfield State Hospital 928 Wilmot Court yes (] No [% 
= 


First Middle Lost : DATE Month Day 


y Year 
(reer Elizabeth Moore  GODMAN Stars December 10, 1957 
5. SEX 6. COLOR OR RACE |7. maRRiED[[] NEVER MARRIED [] DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 


Female White iia ovorcio) | Sept. 7, 1880 lost, ren Months] Days | Hours[ Min. 


1a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife or é Tennessee U.S.Ae 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


John Moore Arabella Pope 


is WAS. pea staeaatie U.S. sue ei -w! 16. SOCIAL SECURITY NO. [17, INFORMANT Address 
Be hae flee core ar 
No = ee, Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond (c}.] ON ee hee 


PART 1. DEATH WAS CAUSED 8Y: 
; IMMEDIATE CAUSE (0). Broncho-pneuminia days 


DUE TO. 


Conditions, if any, which ) 
gave rise ta immediate 
couse (a), stoting the ynder- Cpe) 
lying couse lost. (©). 
Pag I. OTHER SIGNIF IT CQRDITIONS CONTRIBUTINGTO DEATH BUT NOT RELATED LO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
C.BeS assoc. With, Gisbe ok CLT CUTAEHON, COLEbrad ATLETLOSCLOLOSL Sy NAT Ill? Me ORMeoD 

with psychot. rea on ys) no 

200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il af item 18.) 


OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, form, 7 208. (City or town) (County) (State) 
While __ (Not while foctory, street, office bdg., etc.) | 
4 
fat wark [7] at work ' 


MEDICAL CERTIFICATION, 


-. and that death occurred o 


NAne(tves) Walther H, Sonnenfeldt, M.D. 
jE OF CEMETERY OR CREMATORY 7d. LOCATION, (City. oe or county) 
¢’ . * 


O4} 
LEE EEA, ZEA LE J), 
2d4o. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
on he //-57| Lxetty Ae 
. 


oad 
ind 2 should be filed with 


th. 


Then pleose remove corbon papers. Poge: 


ate has been signed by the ottending physicion and completely filled in by the funeral director. 


jing physicion. 
uld be detached for use as the buriol-tronsit permit. 
, cremotian. or removal, ond in ony event within 72 hours 


‘or prior ta buriol, 


may be r 
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MARYLAND-STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 959, 
12967 CERTIFICATE OF DEATH we... 
a pekinese ald (Where deceased lived. If institution: Residence before admission) 


Carroll ‘cata Maryland °°"""Garroll 


b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
a fy jive abut 


ersburg 3 mo. (2, Rural-- Woodbine 
d. aan = HOSPITAL (If not in hospitol, give street address) d, STREET ADDRESS @. IS RESIDENCE 
/ ON_A FARM? 


OR INSTITUTION Rural --Sykesville yes] Nom] 


. NAME OF First Middle lost 4. DATE Month Day eter 
DECEASED amet OF 
(Type or print) LE V/ Ti vis HAL NES DEATH Dec. 19 
5. SEX 6, COLOR OR RACE |7. MARRIED [J NEVER MARRIED [-] |® DATE OF BIRTH ; mygeert [EUNDER 1YEAR]IF UNDER 20 HRS 
0 
male white |wooweg  oworceot) | 8-24-1865 n 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of ae life, even if refired) 


farmer retire owner Maryland Uses 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John Haines Mary Frizzell 


15. WAS DECEASED EVER IN U. S. ARMED. taal SOCIAL SECURITY NO. | 17. INFORMANT Address 


Tes. no. oF unknown) ue 1. give war or dates of service) . ry 
no i a Oscar Haines, Woodbine, Md. 


. PLACE OF DEATH 
0. COUNTY 


18. CAUSE OF DEATH [Enter only one couse per line for (0), ay ond (¢).} INTERVAL Ratan 


PART I. DEATH WAS CAUSED BY: 5 ONSET Al 
IMMEDIATE CAUSE (0! fa 
f DUE TO 


Conditions, if any, which Ailabas Prtd sissies ho VA Pet oe 


Gove rise to immediate i 
couse {0}, stoting the under, ( OVE TO 


lying couse lost. «© 


Paat Il. OTHER SIGNIFICANT CONDITIONS sa Cl ‘© DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19.. eee 
vss) noey 


20c, ACCIDENT WAS_UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port It of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, weet 1 20, (Cily oF town) (County) (Stote) 


Hour o. m, White Not while foctory, street, office bldg. 
19 lot work [] ot work [] H 


SER hae Z-., 195 SFirot | last saw the deceased 
, from the causes ond on the date stated obave. 


Aboaens (Seaet city’ spaee Alo) DATE SIGNED 
eee SES Vie. Lhe 


Nanette Bor traud R. GPK 
‘Ze. BURIAL, Ce 2b. DATE THEREOF ‘22c. NAME OF CEMETER’ 22d. LOCATION (City, town, or county} (Stote) 
Bieter” [12-21-1957 |Winfiela Church Of Go Carroll Go. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS nF “4 24b. REGISTRARS SIGNATURE 


C. M. Waltz, Winfield, Md. 


MEDICAL CERTIFICATION: 


EE? 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12960 
1 2968 MEDICAL EXAMINER’S CERTIFICATE OF DEATH /. 


NI 


FOR STATE i Dist, No. 
HEALTH DEPT. | pace of peath e 2. USUAL RI |. If institution: Rpeiglence before cdmigsigh) 
3 2( i ) 2. COUNTY BE Earl Pye srry ipa b. COUNTY 
Seek cones LENGTH OF STAY IN Tb 4 ‘ rap Limits, write FURAYond give =a 
s /d 
3 tol, give street ofdress) = "Te. tS RESIDENCE 
8 Ay ON A FARM? 
ee («YY = i SE 


(Type or print) Ae- 
5. SEK 6. COLOROR FACE [7 MARRIED [J NEVER MARRIED [J] & 
Yale white widoweo KX} pivorced [J 
Saga cats [ae oe 
: all oe Ml ie 


RS NAME - 


9. AGE (im years 


RO-19 76 aa 
RTHPLACE (5 an country) ees Tr CITIZEN OF WHAT COUNTRY? 
"z ae ail r 


14, MOTHER: EN NAME 


3 Pb Fle Magna Molle Ne 


18. CAUSE OF DEATH {Enter only one cause per line for (0), (b), ond (c).] 
we conssettty Bee nett 0¢ Enc CAR ¢ INO A- 
oa DUE TO 


Conditions, if ony, at be 
90v6 rise to immediate cove 

{o), stating the undertying( CUETO 
cause last. {e) 


PART il, OTHER SIGNIFICANT CONDITIONS CO? 


IEUNDER TYEAR] IF UNDER 24 HES. 
Months] Doys | Hours | Min. 


™ 


Ga 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


[Yes no. af untnown) 1 yen, giveryar or dates of tervice) 


File peges 1 ond 2 with the 


noted ogent, pricr to burial, Sr and in any even? within 72 hours offer ¢ 


fccavat etiwieen 
INSET AND DEATH 


Hem 18. Give Pages 1, 2, and 3 to the funero! director. 


ronsit permit. 


MED? 


i DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wo)]19. Was 5 AUTOPSY 
oe Oo 


‘200, EXTERNAL CAUSE WAS 
PRIMARY () ar CONTRIBUTING CI 
CAUSE OF DEATH. 


20c, TIME OF INJURY 
Hour om. 
pom. i 


21. I certify thot | took chorge of the remains described obove, held on Autopsy }¥], Inspection (J, Inquiry (J, ond in my 
opinion degy lted from: Noturol cguses Accident 1. Suicide (J, Homicide [J], Undetermined monner [] 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part 11 of item 18.) . @e 


20d. INJURY OCCURRED 


While Not while 
‘al work ["] of work 


Month, Doy. Year 


20e. PLACE OF INJURY (Hame, form, 1204. (City or town) (County) | {State} 
loctory, street, affice bldg. etc.) ! 
H 


ACTUAL DATE SIGNED 


SIGNATUI CHIEF MEDICAL EXAMINER [7] 


ASSISTANT MEDICAL EXAMINER, 


exaumnacn's PA Pav b F ¢ WE 7 Cin DEPUTY MEDICAL EXAMINER [7] }2 27 ~29- v7 


DIRECTOR; Page 3 shautd be wsed 03 @ buria' 


j be forworded ta the Chief Medico! Exominer’s Office ofong with form PM3. Poge 5 moy be retoined for your files. 


execute the certificote, writing the word “pending™ im pencil 


& TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. If ony delay is necessary, please 


3 
S52 To. BURIAL, CREMATION. 7c. NA tee fp, CEMETERY OR GREMATOR 724, Ontcetl Saws CD tate) 
corres MOVAL (Speci 
~o 3 , ., ply, 
4 = : 
_ AISME ¥ 


St 2/57 


ADDABSS 7 are Tae. wey ‘REG! Me, Latcetl y £0 ATUR 
care” : 


Sey ADA >~AaD wt ~OWWN eS 1 


= *. ‘Tie 
—Ir-y ~ ~\ Lay 
Wi 2 oo Mee 42a 


oa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 
12969 CERTIFICATE OF DEATH eT era, 


1, PLACE OF DEATH / Wa 2. USUAL RESIDENCE (Where d&ceased livedy If institution: Bysidence before admission) 


0. COUNTY MARYLAND re Pe 'b. COUNTY ge 


— ftZre ALLEL Lo -S 


cy UENGTH ‘OF STAY IN Tb . CITY OR TOWN)(if outside corpopote limits, write ye, and give nearest town) 
XA Vx ALEC ERA 
d. NAME OF HOSPITAL i ot in mice give ae ran STREET ADDRESS @. tS RESIDENCE 
OR INSTITUTION Fie ‘ON A FARM? 
—H YES = No [¥ 


Fiest Middle lost Manth 


. fo 7 
iypeloripch) EDWA —<- = Te Ka iv Kal Beate é ae 
S. SEX 6. COLOR QR RACE f7. 8DATE OF BIRTH 9. AGE (I HEUNBER TY EARTIF ane ma RS. 
or OR QR RACE |7. MARRIED [] NEVER MARRIED (_] 0) 2 1% ee ee ren ce 
WIDOWED [J bivorceo (| | s 6 ye. 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR IND B ig nae CITIZEN OF WHAT COUNTRY? 
ducing post of working life, even if retired} 
raps YW y 7 


\ 


rs 
—e 


2 should be filed with 


d 


+ 


. Pages 1 


"ah 


J 
OLUYG 4A v LLOAG eg ly. g 
15. WAS DECEASEBEVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT d 
1¥an, no. oF unknowh), +4 Yer, give war of dates of syvice) — aL STE 
Se See SS , Aallacon MAA with VG 


18. CAUSE OF DEATH [Enter only one cous line for (0), (b), ond, (c).] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED 8Y: , ONSET AND DEATH 
IMMEDIATE CAUSE (o] 


iT 
sy 
tae X DUE TO 
Conditions, if any, which ) 
gove rise to immediote 
couse (o}, stoting the under, ( DUE TO 
lying couse lost. ( 


Past tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 


PERFORMED? 
ves] NO 
20a. ACCIDENT WAS UNDERLYING ele 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of Injury in Part | or Port Il of item 18.} 
OR CONTRIBUTING CJ CAUSE OF DEA' 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, ae Yeor [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home. form, | 20F. (City or town) (County) (Stotey 
Hour on. While Not whil = factory, street, office bldg., etc.} } 
p.m. lot work [] ot — 


21.1 me “me 1 attended the deceased fom, > / . \%2__{f. that | last sow the deceased 


alive on, eon Le ha thot ‘death occurred ee PCM, from the causes and on the date stated above. 
’ ADDRESS (Street, city or town oe DATE SIGNED 


p 
Atte YI. C. (CANA LMN nn Hae stend Md _ 
MRIS M.C.Porterfield,M/B. Encbvens Mie 12/2/ shi 


220. BURIAL, CREMATION, | 22b. DATE WS ‘2c. NAMBOF CEMETERY OR CREMATORY PEATION (City. town, or a Stote) 
yrs A 
23, UNE L DIRECTOR'S 51 C 24a. i “DB pages, | RAR 
i A 7, Ld 
ptlrr. “Necufybleed U, f loare” H/f meme ae 


igned by the attending physician and completely filled in by the funeral director, 
Then please remave ca Ppopers 
¢ death. \ 
oes! 


prior to burial, cremation, or removal, and in any event within 72 hours off 
MEDICAL CERTIFICATION: 


Id be detached for use as the burial-transit permit. 
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: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12970 MEDICAL EXAMINER'S CERTIFICATE OF DEATH | 129623, 


FOR STATE 
HEALTH DEPT. [~ PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. ff inslilution,~Residence before odmission) 
e ¢ °. TAT ; } 
28.2 Beis inatieons: wae b. COUNTY Ohh 
3 
aves b. CITY OR ey (Weide area iin wile RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN STH outside INST limits, write RURAL ond give neorest town) 
seen ive agarent town 
beds LINWO op Ss NS TRIS 27 
eres J. hid OF HOSPITAL OR INSTITUTION (It not in hospital, give street address oLLd } . 1S RESIDENCE 
gobs - 4 Es ON A FARM? 
bose 
2pR2. EN _ [Av ves] No DE 
5 2 age ——_ = = 
BEE > 3. NAME OF E First Middle Lost 4. DATE Day Yeor 
of 
Vo Mee fi - H. 
os Slay (Iype er pint MMA S/ RNE ES Son | tam IZ lf 
5 2 ir % 6, COLOR OR RACE |7- MARRIED [[] NEVER MARRIED [_]| & DATE OF BIRTH + Bor ier IEUNDER TYEAR} IF UNDER 24 HRS 
=5 8s Ww prvi] Min. 
nae | wioowen FG, otvorceo SeRE /}, 1872 7 £m. 
go oun I do, USUAL OCCUPATION {Give kind of work done] Ob. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE Teete ‘or foreign country) 2. CINZEN OF WHAT COUNTRY? 
Sa BER during most of working life, even if retired} 
pees : LAC) PA. | vs-a. 
Ses Bs . FATHER'S NAME 14, MOTHER'S MAIDEN NAME 5 
geZo- ae oe {r. . 
geet 4 LIZABETH WV CHaARD S 
et ee 15. WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT Address 
Ps g2= p Oo {It yoo, give wor or doles of rervice} 
ae # | — 
Se 3 : s 
$7 Ee £ 18. CAUSE OF DEATH [Enter only one couse per tine for (0), (b), ond (<). ] INTERVAL BETWEEN 
3 es az PART I. DEATH WAS CAUSED 8Y: ny) ai wv eae 
32°03 p IMMEDIATE CAUSE (a) OF OVA RY LeruUsio 
eoes t 
sis DUE TO 
£22 
Spee 2 Conditians, if ony, which 
3 go = gave rise to Winmeaiel 
wet tate couse 
Reses {0}, stoting the underlying{ PUE TO 
8: 2 ° € couse lost. (c). 
seg se é PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 
Sd ee ERFORMED? 
Be_ ee (@) 
fSags ( 3 yes] nol] 
Heoes &z 
tis 200, EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury i r fi 
SSS 70a, EXTERNAL CAUSE WAS s (Enter nature of injury in Port { or Part Hl of item 18. 
aoe CAUSE OF DEATH 
wots 4 
#2255 ‘ as - = 5 
Petes 3 | 0c. TIME OF INJURY Month, Day, Yeor  [20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, ey 1204, (City ec town) (County) (Stote) 
e£05 2 5 Hour 9. m. While Nol while acter Asta) ottiee eer wie 
ZPeod = p.m. Ww ot work [J ot work [} ‘ 
Z£e52 —— - : 
=¢ eet 21. 1 certify that | took charge of the remoins described above, held an Autopsy [1], Inspection mM Inquiry K], ond in my 
ij o38 Hf , Accident Oo. Suicide [[], Homicide (0. Undetermined manner oO 
x2 85 ag DATE SIGNED 
Seize 3 aap, CHIEF MEDICAL EXAMINER [] ee 
we -agd = 2 7 a 
zs 25 ASSISTANT MEDICAL EXAMINER [] [kz /' 7 G 
2 3 s 
ae 3 Tames / f Y ‘ RRS DEPUTY MEDICAL EXAMINE! 7 
22 Ee) a = —— 
R385. ie. BURIAL, CREMATION, | 226. DATE THEREOF fc. NAME OF CEMETERY OR CREMAT 2d. KOCATION (City, tawn, oF county) (Stote) 
a fsi PLA (Specify) e 5, 195 7 
**6 12-2] Ely. S ios 
Se DIRECTOR'S Bao. REC'D BY REGISTRAR | 24b. RECISTRAR'S SIGNATU 3 
VS. AISME a "i 3 Ts 
5M 2/57 WIZZ pate L721 Df Fay AL a 442 a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 9 
»12971 CERTIFICATE OF DEATH i7PRy 


1. PLACE OF ‘DEATH ip YG |. If institutions Residence befare odmissipn) 
a. b. COUNTY, 
MARYLAND l 
Curr VN itty aaiiath 
b. Aine youn (If outside corporote limits, write.) c. LENGTH OF STAY IN tb ¢. CITY. OR TOWN Uf outside carparg Fimits, write RURAL ond_giye nearest Dy, 
f R and oF 
met ZZ LVR / 0 Ftd Ic / 


foe tn ftte ea - Cearak 
d. NAME OF HOSPITAL (If nat in hotpitol, give street oddress) 


, &. STREET ADDRESS e. 1S RESIDENCE 
OR INSTHUTION f ON A FARM? 


a 


e YES ba no 
3. NAME OF R Mig Lost 4. (ess Month Day Yeor 
DECEASED — 
Gippe oe print} E mM oR = a" OF KMA =f DEATH L4a_ HG 19. f 


S. SEX 6 ar ‘OR RACE |7. MARRIED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH GE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 ARS. 
&/ a) pak Manths| Doys | Hours jin. 
wipoweD {XJ bivorceo L- -/ 


Wo. aoe) O Se. (Gig uw) af wark done! Ym KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE LE or oe ountry) 12. CITIZEN OF WHAT COUNTRY? 


cio -o)> aia orca G7 weR 


2. USUAL RESIDENCE (Where doceased liv 


2 should be filed with—~ 


id 


9 


Pages 1 


} S = 


a 

i} 

a 

6 

2 f aw, MAIDEN NAME s 

5 — 4 Q 

te] ) P 4 

g rma | E 0 ¢ [V2 o Lo 

o 1 IAS. DECEASED EVER IN U. 5. ARMED. roca Address A 
E {yer foo. oF unknown) te Y, Or 6 7 iA f 

3 ‘Ti ~ /¥e f CEA A 
g ee oe "TY Yd_| XecLhen 10 é f—— -- = 4 
5 pert 

3 1g. CAUSE OF DEATH [Enter only one couse for (a), {b}, and (c).] F pipes py g Re eat oe 
8, PART I. DEATH WAS CAUSED BY; p Z 

5 IMMEDIATE CAUSE (0} D2 ANAM Pht LM ALA GBA 

a 

i= 


UE TO - ’ 
Raebileging: 16 -enly, nits tAAMWALO / Ch THAM Zk LAA J A: 


gove rise ta immediate 


col’se (0), stoting the under. ( SUE TO 
tying cause last. © 
Parr Hi. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTORSY 
yes (1) NO 


20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


'20c. TIME OF INJURY Month, wa Yeor ]20d. INJURY OCCURRED —[206. PLACE OF INJURY (Home, form, 1 20F. (City or town) (Counly) {Stole} 
Hour 0. m. While nae sila foctory, street, office bldg., etc.) 
p.m. lot work [[] ot work 4 a 


21. | certify that | attended the deceased from. 2 Za LA» tL 
alive on___f 2 =f) =e 19d fi , and that death occurred at. JM, from jae causes and on the date stated above. 
2 5 Je ADDRESS (Street, city or lown, stote) 


AVAL gg 2 Coad = vi AACA Lal Le fo7 


Bi kane i acl M.C. Porterfield 12/17/57 


| or attending physician. 
MEDICAL CERTIFICATION 


/_.,that | last saw the deceased 


DIRECTOR: After this certificate has been signed by the attending physicion and completely filled in by the funeral directar, 
prior to burial, cremation, ar removal, and in any event within 72 hours after-death. 


Id be detached far use as the burial-transit permit. 


ined by the haspi 


« 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


. AME (7: eee et mi eee mile ie matte tet ti oni tin ail Sa 
S89 [20. BURIAL. CREMATION, | 22b. DATE THEREOF, | Ba CHMATGE 2b. DATE THEREOF , 1c. NAME a CEMETERY OR CREMATORY CATION (City, Jowg, or county! (Sppte) 
seRs gia telly : (wm /2 
Egas Metts J A 
4 ape PET OV bbw. Hee ADDRESS VEZLO PART: a. pe syh lc ioaaan s 
Vs A15 (4) Vy v 
eave oare/_ ee a” La 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 9 6 4 
ory 
ae 12942 CERTIFICATE OF DEATH initia 


wal 


Pf 
o£ Lon 
a = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before odmisvion) 
= it b. COUNTY 
$2 RROLL MARYLAND qb. CARROLL 
Se b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
si /.. tyes ‘AL ond are nearest town) © cP 5 a 
s2{ R We LE STSISN " IX AS: WESTMINSTER 
£ oo |. NAME OF HOSPITAL (tf not in hospital. give street oddress} d, STREET ADDRESS. e. tS RESIDENCE 
=a ” aN INSTITUTION WA ig NA FARM? 
BS 79S AEE A/ » BN ves C1 No 
= B First Middle tout 4. DATE Month Doy 


v 


3. N Yeor 
DeceaseD OF ~ 
treeorminn WA LT Ay Morph Hoon «| Siam DEF Ca w57 
_— $5. Sex 6. COLOR OR RACE |7. MARRIED fa] NEVER MARRIED [[] |. DATE OF BIRTH E {In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
J ‘iat birthday) Doys tes. 
/ " wiooweo [] oworceot] VAN. b 18 an as 
100. USUAL OCCUPATION (Give kind af work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. Ta CE ate ‘or fareign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of warking life, even if retired) 
GYSI(NESS D-: *S-s7i_- 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James Hoot FLIZABETH ZAY 


15. WAS DECEASED EVER iN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. [17. fe nee cory OF Ey % TT 


OSV 6 a 30-175 Pose he Heer ES TCUNSTER, Mo 


1B. CAUSE OF DEATH [Enter only ones per line for (0) (6), and o) ; WEEN 
& Cue _e. oe ae 


Pog! 


TEN 
a 


Seat 
H 

PART i. DEATH WAS CAUSED BYr eee 

IMMEDIATE CAUSE (0) apse ® LAA 


Then pleose remove corbon popers. 


Conditions, if any, which 
gove rise ta immediote 
cote (0), stating the under- 
lying cause last. 


Part Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE oS EAGST GIVEN IN PART 1(a){19. nee AUTOPSY 
hers er lge f, Nog 
(rm ett phiyaianva - (Cre SE) NOG 
20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port for Port Il af item 18.) 


OR CONTRIBUTING C) CAUSE OF DEATH aa. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) = 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF tNJURY [Home, farm, 1 20. {City or town) {Caunty) {Stote} 
Hour 0, m. While Nei Gitens foctory, street, affice bldg., ete.) ! z 
pom. a lat wark [7] at work [7] 1 ae 


2). | certify that | attended the deceased From/_Z ax mala WD, tof 2> 7, 128") that t lost saw the deceased 
: Zi.M, fram the causes and an the date stated abave. 


alive on. 4 Am / 7 12.23-7..", and that death accurred otha? 
[ADDRESS (Street, city or town, state} DATE SIGNED 
t 


Wf 


Zz 
Q 
ie 
< 
4 
ca 
& 
Py 
6 
fa 
x 
= 
Fal 
ir 
= 


- , 
SIGNATUR (ee s Le mo. AAd. 
me des 131 Lenk oJ gy a, : ssa snnen nee ance ee een cn aes neemenena 
Pepeonceacn rg 95 7] ee 'D ER OR CR TORY 22d. LOCATION (City, town, ar county) (Stote) 
4 IZ 995) WE STIUYSTER Ip 
» -B — Sarr. Lord! es fal ae A. 2b. REGISTRAR'S SIGNATURE ; } ao Mb. 
YS AIS 8 why, A Sor2d pate 7 vA pra 


L DIRECTOR: After this certificote hos been signed by the ottending physicion ond completely 


ould be detoched for use os the buriol-tronsit permit. 


ee 


ror prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter death. 


moy be retoined by the hospitol or ottending physicion. 


TO FUN! 
poge 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter deoth. Poge 4 
the ri 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ae 
12972 CERTIFICATE OF DEATH 12969 74 


Reg. Dist. No. 


=a 


2 

ad % Bee lili 2 Pag urge ahh {Where deceased lived. IF institution: Residence befare admission) 

= rs °. b. COUNTY s ds 

= Carro ewan Maryland Baltimore Vity 

om b. CITY OR TOWN {It outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If autside corporote limits, write RURAL ond give nearest town) F 

a . rural ‘and give Agere! town} : 

3( y Sykesville 15 years Baltimore Sy 

2 ' d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS @. IS RESIDENCE 

* OR INSTITUTION: ON A FARM? 

i 1s Springfield State Hospital 10 Ensor Street ves] No[R 

a 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 

DECEASED Catheri OF ‘ 
3 {Type or print) atherine AA Hynes OEATH Dec 27 19 & 
: 5. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED Qi] (8. DATE OF BIRTH 9. Sal at IF UNDER 1 YEAR| IF UNDER 24 HRS. 
os! birthdoy fee pcs 

Female white —[wioowe tf — oworceo} | y-3 81.894. ys ae 


Wa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


g 
& 
: | household none Maryland Us SeAe 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
° 
ee7 Patrick Hynes {Nora Teo 
2 iD WAS ee U. S. ARMED rote 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Rit iortaer iW re deste ase oa 
£ I, no rn vone Mrs. W, Mullen 1320 Ensor St. Baltiore, Mg 
: 
8 psc 18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), and (c).] INTERVAL BETWEEN 
= i 1 . 4 
5 ee EAT MEDIATE CAUSE fo jeart Failure Hour 
= + curto Rheumatic heart disease Years 
Conditions, if ony, which (o) Heart Block Da 


gove rise to immediote 
cause (e), stoting the under- 


lying cause lost. a Arteriosclerotic Heart Disease 


DUE TO 


DIRECTOR: After this certificate has been signed by the ottending physicion and completely filled in by the funerol director. 


£ 
& 
ae 
Pies Fa Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. ie 
> a3 = 
Sse 3|_ Mental Deficiency due to brain trauma at births ves CK NoD 
Be. & ['200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part I of item 18.) 
Ey & | OR CONTRIBUTING CJ CAUSE OF DEATH 
ees G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 2 
og5s & ]20c. TIME OF INJURY Month, Doy, Year 120d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1206 {City or town) {County} (State) 
oe. 3S Hour o.m. While Not while factory, street, office bldg., etc.} | 
5 = p.m. 19 Jot work [ ot work [) f 
= 21. | certify thot | attended the deceased from___Oct. 24 _, 19.42 fe---¥ Dee. 27». 19.5 'Zthat | lost sow the deceased 
2 
S alive on__D@Cs Bilge. 1 }2-2-£-,-. and that death occurred at 2-10 M, fram the causes and an the date stated above. 
3 as 
s ADDRESS (Street, city or town, stote) DATE SIGNED 
oe ACTUAL 
-] SIGNATUR 
2 
= 


for priar ta buriol, cremation, or remaval, ond in any event within 72 haurs ofter death. 


PHYSICIAN'S «=OLTLN. Mastin M.D. Springfield State Hospital, Sykesville,Md, 


NAME (Type] 


Ze Ro. ti tein 2b. DATE THEREOF [22<. poe ‘OF CEMETERY OR-GRGHMMFORY 7d. LOCATION pe s ‘or caunty) (Stote) 
5m EMOVAL pacity 

- Pe 62, ~FO- hh ay, 
= 


p wh '$ SIG) ATURE 7 : RODRESS press TRA! REGISTRAR’ a5 SIGNATURE 
ue VIPU Mieke i rietgaceed RECS a Ta Keegy 
J 9 


TO HOSPITAL OR ATTENDING PHYSICIAN; The low requires tha! the death certificate be executed within 24 haurs after death: Page 4 


4 “A nvauna 


Ls6l © 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires thot the deoth certificote be executed within 24 hours ofter death’ Page 4 
moy be retoined by the hospitol or ottending physicion. 


DIRECTOR: After this certificote hes been signed by the ottending physicion ond completely filled in by the funerot director, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 96 
-12973 _ CERTIFICATE OF DEATH 12 


Cd 


be! Reg. Dist. No. 

+ 1, PLACE OF dl 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

3 ) Si! Carroll manvano || "Maryland > coun , ; 

b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporote limits, write RURAL aa give nearest town) ¥ 
a RURAL ond give nearest town) F 

2 fenryton 2 days Takoma Park VUE 

2 4 4. NAME OF HOSPITAL (If nol in hospitol, give sreet oddress) d. STREET ADDRESS #13 RESIDENCE 
os : Henryton State Hospital 7702 Blair Road ves [) No] 
e 3. NAME OF First Middle Lost 4. DATE Month Yeor 

* Gres eriencl) Eva Johnson DEATH December 12 17 
& 5. SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED [_} | 8. DATE OF BIRTH 9. AGE {In yeors IF UNDER 24 HRS. 


Female Negro — |wiowe & pworceof) | 1L1-?7?-1897 ee ea ales ‘aig 


10a. ido OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
/ “ie most of wit life, even if retired) 
‘Housewite Virginia U. Ss AL 


“ATHER'S NAME 14. MOTHER'S MAIDEN NAME 
\ Louis Pryor Nora L, Barrett 
WAS DECEASED EVER IN U. S.-ARMED FORCES? [16, SOCIAL SECURITY NO. 17, INFORMANT Addren Park, Ma, 
or wnbnewt ee er he abled lise 
ae Unknown Eva Johnson - 7702 Blair Rd., Takoma 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).} 
COR OATH eB Recs Cardiovascular Insufficiency 


INTERVAL SETWEEN 
ONSET AND DEATH 


Then please remove corbon popers. 


ji DUE TO 
s Conditions, If eny, which » pmaciation following intestinal obstructian 
£ gove rise to immediow | 1 All olostomy 
az iimgcowotn “Far advanced bilateral pulmonary 1B. 
2 
$ 


Pat Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOPSY 
= yes) not] 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 1204, (City 0+ town) (County) {Stote) 
Hele: ams While Not while foctory, street, office bldg., etc.) 
pom. 19 fot work [] of work J H 


21. | certify that | attended the deceased fram December Lhe rt. iT De emberi 9.21.,that | last saw the deceased 


MEDICAL CERTIFICATION 


alive an_. December 15__, Pie and that death accurred af O%", fram the causes and an the date stated abave. 
ha : ADDRESS (Street, city of town, stote) ATE SIGNE 

ACTUAL oe Cdonn, YW, Vitor laa 4b, a cy Henryton “Warylan TEE =67 
ATURE wa = 


3 
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PHYSICIAN'S fdgars M. Maculans, M.D. 


NAME (Type) 


‘Fie. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (Gi. town, of county) (Stote) 
REMOVAL (Specify) 
Bi = =. . an ON) an on Pin 2 


JERAL DIRECTOR'S SIGNATURE ADDRESS ‘2da. REC REGISTRAR ab. REGISTRAR'S SIGN. 


page 


TO FUN! 


23. Fl ATURE 
er ior LE ae eae @ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {2967 
»12974 CERTIFICATE OF DEATH fg te nV 


1. PLACE OF DEATH 2 beri fae hip at (Where deceased lived. if institution: Residence before admission) 


. COUNTY Ca rrell Ma land b, COUNTY Ca rroll 


b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town} 


Rural - Sykesville since 12-27- Manchester - Route #1 2 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS @. 1$ RESIDENCE 
ON A FARM? 


OR INSMTUPONG pring field State Hospital aces yes No 


eral 


Reem 


( 


and 2 should be filed with 


+ 


3. Nae oe First Middle host 4, DATE Month Doy Yeor 


OF 
(Type oF print) John Peter KALTRIDER ee Decembe 19 
6. COLOR OR RACE | 7. TaaRnico NEVER MARRIED [7] | 8. OATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) i 


Hours Min, 


male white __|woowofy _ovoreeo) | February 6, 1873 | By m| ny |e] 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (gee or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Farmer n Maryland United States 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George Kaltrider Raaeipeee ~«Elibza Houser 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17, INFORMANT Addrefs; ville, Md. 


Ver, no, or unknown} (tyes, a eee ae Me kes 
hae Ss a * poe 228, Records of Springfield State Hos ital 


18. CAUSE OF DEATH {Enter ‘only one couse per line for (0), (b). ond (J INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: feebictesAl Je 
IMMEDIATE CAUSE (0) B l]_week 
OUE TO 
- é F more than 
Conditions, if ony, which w Arteriosclerosis with hemiplegia 10 yrs. 


gove rise to immediote 
Ms DUE TO 


in 72 hours offer decth. 


lease remove corbon papers. Pag! 


Then 
Levent 
ed 
—— 


; 


couse (0), stoting the under: 
lying couse lost. 3) 


Past 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia} | 19. Ress AUTOPSY 


FORMED? 
Psychosis with cerebral arteriosclerosis yes] NOW! 


ate has been signed by the attending physicion and completely filled in by the funeral director, 


200. ACCIDENT WAS_UNOERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I of item 18.) 
OR CONTRIBUTING O] CAUSE OF DEATH 
(IF EITHER, NOTHYSEDICAL EXAMINER) a 


ae aL Gian 

20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED —20e. PLACE OF INJURY (Home, form, | 20F, {City or town} {County) {(Stote) 
Hour 0. m. = Nubile. Not while factory, street, office bldg., etc.) ! 

p.m. 9 ot work [] of work [J i 


21. | certify that | attended the deceased from March 6. . 19.57, to Dec. .23. . 19. 5Z.that | last saw the deceased 
alive on_ December 23.____, 2 ae ond that death accurred afL22£1.0_M, fram the causes and an the date stated abave. 


= ADDRESS (Street, city or town, stote) DATE SIGNED 
Nth ose Or— “San wo, ... Springfield State Hospital 12/23/57. 


PHYSICIAN'S 


|_INAME ('ype)__Martin Gross. wykesville,. 


HO of 
| 220. BURIAL, CREMATION, | 22. DATE THEREOF BURIAL, CREMATION, Tb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 
Baar” ny Se St. Manys Cemetery Silver Rum, Carroll co.. 2 
Bela Adlée pelial. 2do. REC'D BY REGISTRAR | 24b. Hee SIGNATURE 
4 } We 7 te v0 
ELL’ LANA LE, Ae £e-S/ STC Matty Lf, a f (Lect) _ Za 


LED Lp iA 


MEDICAL CERTIFICATION, 


After this certi 
ould be detached far use os the burial-tronsit permit. 


rar prior to burial, cremation, of remaval, and in 


t 
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MARYLAND. STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 9g 68 
12975 CERTIFICATE OF DEATH 


oe \, Reg. Dist. No. 
8 4( MM) Fe vitce of orarn 2, USUAL RESIDENCE (Whare deceoted lived. If institution: Residence before odminion) 
3 0. COUNTY ©. STATE b. COUNTY 
ERA Carrol County MARYLAND “Ma ryland 
a B. CITY OR TOWN (If outside corporote limils, write |e. LENGTH OF STAYIN Ib || __¢, CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorei! town) 
es RURAL ond give neorest town) f ' 
$2 ee eine Baltimore 12 3 V< . ¥ 
28 d. NAME OF HOSPITAL (Hf not in hoxpitol give sel oddress) d. STREET ADDRESS 01S RESIDENCE 
= “Pullen Nursing Home 533 Oakland Avenue vs] NOL) 
at (3 3. NAME OF First Middle Lost 4. pate Month Doy Year 
2 x " 
a (Type or print) Lif R y B KE My DEATH tee 0. Wor 
ae 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {in eon ree pias ena pais 
onthe 
3 é = Ww WIDOWED fi ovorceo] | January 2,1866 9. ys. Tales ace 
f <_ 100. USUAL OCCUPATION (Give kind of werk done! 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
we [ during most of working life, even if retired) 
a Somerset County U.S.A. 
Lil s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 se Dr. Thomas Stone Lucy Stone 
Bee 
= 3 3 be WAS. ected piad us. bial we abe 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= 1 [iter ne or unknown) Qi yen give wor or dats of verve 
otk Inderwood R, Kelley,1504 Pentridge Road,Zone 12 
2 BE 18. CAUSE OF DEATH [Enter only one couse per ling for (o.(B) and (@)] INTERVAL BETWEEN 
2.8 PART |. DEATH WAS CA‘ BY: 
- PART. DEATH WAS CAUSED BY eos Arrest, Coronary Throme Vest ; 
=F . DUE TO — q / 7 
By Conditions, if ony, which wo _ fee thee, Crbereerbarrer a 
= : LE : 
Re geve rise to immediote 3 
c & . 


couse {0}, stoting the under. ¢ DUE TO 


lying couse tow. : (pCa Beek, 


ADDRESS (Street, city or town, stote) DATE SIGNED 


37 


ACTUAL 
SIGNATURI 


mons HoWAyD E HALA fpfeclh | #4 
No. Hiei mea 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY | 22d. LOCATION (City. town, or county) (Stote) 
} 
9 12-23-57 Govans Prdsbyterian Baltimore 


23. Stieht. DIRECTOR'S SIGNATURE ADDRESS ‘Zao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vs ais) William Cook, Inc., 1217 St.Paul Street pate 72> FOS o We vile 


ror prior ta burial, cremotian, or removal. and in ony event wi 


€ 
6c% 
a 5 3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE-CONDITION GIVEN IN PART I(0)/ 19. re 
ee - 
4 8 $ yes(] no—-O 
ee 3 = 200. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
5 & | OR CONTRIBUTING L] CAUSE OF DEATH 
§ £ © | (HF EITHER, NOTIFY MEDICAL EXAMINER) 
SEs & [2c TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, | 20f. (City or town) (County) (Stole) 
Bek ray Hour o.m. While Nish vetidle foctory, street, office bldg., etc.) yt 
= F 4 p.m. 19 lot work [] ot work i 
5 = 
= 21. t certify that Lattended the deceased fram ____/. Ct a 7 Was to. eee , 192-2 that | lost saw the deceased 
s ie. 
4 alive on wAaMee 128-7... and that death occurred aks ' 30 1M, from the causes and on the date stated abave. 
ct 
7. 
3 
2 
> 
9° 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
* Item 1 FilmG223 12-16-57 e 12969 


. 12975 CERTIFICATE OF DEATH 


— 


je be execyted within 24 hours after death. 
yy \of this 


Reg. Dist. No.. 


7 


1. PLACE OF bt 2. USUAL Lh sot la OF DECEASED 


72 hours after death. After this 


o 
= COUNTY MARYLAND STATE COUNTY 
< CITY WW outsits corporeta mits, write RURAL TENGTH OF STAY HY Uppulside ePrmorate lipids, wite RURAL end give ngarast town) 
s on and give naarest town) (in this plece) ROE « 
3 
2 Union Bridge 
a HOSPITAL OR STREET 
a INSTITUTION OR ADDRESS 

3 
¢ }__ STREET ADDRESS At home 
5 3. NAME OF [Mid ‘4. DATE (Month) ay) (Year) 
ha DECEASED or / Z. is 

$ 2 {Type oF Prin’) AA, DEATH 2 * / 

( ‘ 3. SEK & Cl 7. SINGLE, "MARRIED, 8,_ DATE OF pIRTH 9. AGE las! Bidhdey |_IEUNDER 1 YEAR [IF UNDER 24 HRS, 
F) Z RAGE wow, DIVORCED, : e Bp Months | Deys | Hours | Min, 
is ZA (Specify by Om 

= 2 100, UAL SccuvA STION (Give Kind of work ~~] 10b. “KIND OF BUSINESS 12, CITIZEN OF WHAT 
3 ‘OR INDUSTRY COUNTRY? 


| V1. BIRTH! LAgE (State of foreign coyntry) 
toggle 
a 
Z 2 


2) 13. FATHER'S PA 14, MOTHER'S MAIDEN NAME 

FA ee iy 

° a LLANE 

= 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMAN) B ApDRESS 

Uu ~ | (Yes, no, or unk.) | (lf Yes, give wer or dates of service)  f/ 

=] —— eS ee 1 a nee oe a 

Ee . MEDICAL CERTIFICATION INTERVAL BETWEEN 
a 1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
| 


IMMEDIATE CAUSE (A) LLY Bt EE as "3 DheLe-n irda tipn 
DUE To 
DISEASES eres oe oe ® ttt ee AE a nphrtor FO ce 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LasT, DUE TO 
(] 
TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TQ THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


| We. DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION 2D. AUTOPSY? 
Yes| [zs]. NOwy] 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY treat, office bldg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2id. TIME OF INJURY (Month) (Dey) (Yaar) (Hour) 2He PeRY OCCURRED 
Not whila 
Horetleludtew rl 


22. I hereby wn = that 1 pe the deceased from. 


21a. ACCIDENT WAS UNDERLYING [] 21b. PLACE (Home, farm, factory, | 2c. WHERE DID INJURY OCCUR? (City or town) {County) {Stete) 


21, HOW DID INJURY OCCUR? 


1922.57 that t last saw the deceased 


L DIRECTOR: The law requires that the death certificate be filed with the registrar with 


ING PHYSICIAN OR HOSPITAL: The law requires that the death certifi 
certificate has been executed by the attending physician and completely fi 


ym copy may be retained by the hospital or attending physician. 


certificate assembly should be detached for use as a burial transit permit. 


| alive on.....422. H a) wv and that death occurred al from the causes and on the date stated above. 
z SIGNATURE 4 ia - ch {Straet, elty, town, st te) DATE SIGNED 
2 e BOSE Pw, 
Es = BURIAL, CREMATION, DATE "eS NAME OF CEMETERY ‘OR CREMATORY COCATION (Civ, Town, oF county) (Staip) 
o ou REMOVAL (SPEQFY) ' LE 
dq 22588 = ae : (\ f \\\ 
oo < i Ape Leh can SLAP) ane p A 
EOE yg | 24. REC'D By REGISTRAR ‘ADDRESS 


yi REGI: ~f “S a pe 25, AONERAL DIRECTOR'S SIGNATURE Bs ‘4 
wal f ML KAA fl L4~Wwievict_4 ~Yy) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12977 CERTIFICATE OF DEATH 12970 


oad 


Then 


~ 5 Reg. Dist, No. 
s 29 4 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. 1finliution: Residence befare edmivion) 
& 
s ty I OUNT - b. COUNTY 
~ 3 @ g tur cAVa Shite Oh , 
£ Be B.CITY OR TOWN (if outside corporote limits, write |e. LENGTH OF STAY IN Tb ©. CITY OR (iF outsidg corporote limits, write RURAL ond give neoresl town) 
i ants er oe 3% sal 
3 $2 EN eS Laer LLPRLA 3 V'o te 
S #8 cd. NAME OF HOSPITAL (If not in hospitol, give sireet oddi \ 1S RESIDENCE 
Pie NAME. OF HOSPITAL (IF palin hosp = sreet 0 = d. STREET ADDRESS = [eis REstDENCE 
2 BS 7 STATE Sa o Las Uy yes] No 
5 
3 ce 
£ > Month Day Yeor 
~~ bf z 
e we et eZ wS 7 
=z oS 9. AGE (In yeors RIF UNDER 24 HRS. 
g = lost eae Min. 
re | \ yrs. 
3 & G 4100. USUAL OCCUPATION (Gi ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY c BIRTH vi (Stote or foreign — 12. CITIZEN OF WHAT COUNTRY? 
Ff of d chin = if retired! 
3 Dae / juring mastof wor life. even if retired) R L 
i 2e8\—j MONE LAT tle ds 
g 585 13, FATHER'S NAME 14. MOTHER'S MAIDEN aE 
oe — ere ; = 
¢ oes CEFEKS OW LAUGHLIN ares LAG eS 
= 3 15, WAS DECEASEDEVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY e 17. INFORMANT 
= 22 |_| fe ne 2Fantnown tg Ven gta Carer actin’ of eaten GE a SPRPNS AFL ELD shee HAD. 
3 ° Rg AAD)” Uv U 2009 ff 
3 fe 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b}, ond (c). INTERVAL BETWEEN 
8 §2e ONSJT AND DEATH 
3 PART 1. DEATH WAS CAUSED BY: 7 py Pi 
2 IMMEDIATE CAUSE (0). 2 7S 
7) 
e) 


7 DUE TO 
; MAA fe 
Conditions, if ony, which Aba fh TEWSIVE (Aporoupscat Ae Diwione Phan 4, 


Gove rite to immediate 
coute (a}, stating the under { OUETO 


ires 


lying couse lost. (e). 
Past If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Sega 
SCH (Zo [AEWA _, HE gz HE tc et, yes} No 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part 11 of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (Stote) 
Hour 0. m. While Natl while: foctary. street, office bldg., etc.) 1 
p.m. 19 ot work (J ot work [] ; oo 4 


MEDICAL CERTIFICATION 


21. I certify that tended the deceased from.____<“6"" CATS P ae __., 19.21 Ahat | last saw the deceased 
alive an_.. , froff the causes and an the date stated above. 
; SS (Sireet, city or town, stote) DATE SIGNED 

Ct - ye v4 


SeNATUR 


atte ly ALTER BK WbP 


Say DATE 3S SAUAE OF CEMETERY OR oe” TH 
TREO S| 


L DIRECTOR: After this certificate hos been signed by the otftending physician ond completely fi 
wid be detached far use as the burial-transit permit. 


01 


moy be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 
page 
the re 


weed a. Peed age Jaa. REC'D BY <A a RS ijgp Ele 
VS AIS (4! +) 
ans ) DATE LEIA. 


¥ ‘A nvauna 


col v aC 


araoet 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
~42 978 CERTIFICATE OF DEATH 


sell 


1297: 


of ty Reg. Dist. No. 
5% N 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whpre deceased lived. If institutiony Residence before odmixzion) 
8 . 0, COUNTY Oo i Y b. COUNTY 4A 4 
DE eh ae 1d) BE 
6 es ¢. LENGTH OF STAY IN 1b d give nearest lawn) 
3 3 ond give neorel p24 {/ 

Zz 
25 AY Ne tA oa 2A 
= — d. NAME OF HOSPITAL (If not in hospital. give atts oddress) , d, STREET ADDRESS. e. tS RESIDENCE 
£4 OR INSTITUTION = ON, A FARM? 
ao V8 ves Yj No CJ 
¢ 
is 3. NAME OF 1 Fint Middl Lost 4, DATE Month Ye 
a DECEASED c a ) ' eal hs: a Doy fear 
oy type or prin) A 9 E- he PWM - ~ | oeatn 
= Dp o 

8 S. SEX 6. COLOR OR RACE |7. 8. DATE OF By 9. AGE (In oa Le UNDER YEAR] IF UNDER 24 H' 
ae ta MARRIED [SYNEVER MARRIED [J bie Ainge ER 24 HRS. 
By wivowed (] Oivorceo [) by 5 ie [, Fo 
a 
Eg ¥0o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY/11. BIRTHPLACE (Stote or foreign country 12. CITIZEN OF WHAT COUNTRY? 
9 g 3 during most of working life, even if retired) 
zves/ / VAM ELS Grn fxs Ee 
5B \# 13, FATHER'S NAME y ME 
c 7 
5 A 
ee “| O72 Z (hes 
Bo 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 
a Tes. no, oF unknown) give wor or dates of service) 
- g 
23 18. CAUSE OF DEATH [Enter only one couse per 
go PART |, OEATH WAS CAUSED BY: 
Lee IMMEDIATE CAUSE (0) 
=#£ Ay 
oy 
wa) Conditions, if ony, which 
a, gove rise to immediote 
& catse (0), stoting the under- 


lying couse lost. 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. recA 
Qnr————_ ves] nop 
200. ACCIDENT WAS a ean ‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 


OR CONTRIBUTING L} CAUSE OF DEAI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) —_—_—— 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, ae (City of town) (County) (Stote) 
Hour o. m, While Not gt factory, street, office bldg., etc.) | 
—?.m. lot work-—=}-oF work H — 


21. | certify, shot Lattended the deceosed from. _, 198 “iy? 7A; ht. 7... Vuh Zahot | last saw the deceased 
olive ong ghd that deoth occurred ot_Z. AM. from the causes ond on the date stoted above. 


mms Lidhes, £ Bush hE Bish 1a bah ee 


‘2b. DATE THEREOF Ee “Titusteitey (CEMETERYJOR CREMATORY Td. U TION (City, town, yunty) Beh fp 
Eee etsy Pe PRS BALD to 
9 PP | 


MEDICAL CERTIFICATION 


After this certificate has been si 


uld be detached far use as the burial-transit permit. 


ir prior ta burial, cremation. ar remaval, and in any event within 72 haurs after death. 


may be retained by the hospital ar attending physician. 


page 3 


To = DIRECTOR: 
{ 3 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 
the regi 


‘ADDRESS 4 siechec gt) aoe 4) ee nem ene 
SANS (4 . gd 
VEwass) ’ Oar B4 pn. S/ YW LQ. WAS _ aul, WW 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 972 
: CERTIFICATE OF DEATH enue of 


os 
8 se 9 1. PLACE OF DEATH p 2. USUAL RESIDENCE (Where deceored lived. If institlion: Residence before adminsion) 
ae a U b. COUNTY 
HS Carroll psec ed Maryland Mon: 
me b. CITY OR TOWN (If outside corporote limits, wi ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outtide carporate limits, write RURAL ond give nearest town) 
$ a 4 RURAL ond give neorest town) ies Vv 
22 Sykesville 11_mo 17 4. Silver 15.565 of 
22 d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
= ca OR INSTITUTION ON A FARM? 
ey / Springfield State Hosp yes [] No 
22 bh EAE 
= { 3. NAME OF First Middl lost 4. DATE Month ¥ 
3 > NESE irs iddle 3 DA on Doy eor 
Py (Type ar print) Laura Kathryn Lloyd DEATH 12 1957 
é 5. SEX 6. COLOR OR RACE |7. MARRIED DY NEVER MARRIED [7] | 8. DATE OF BIRTH 9. ‘ele IF UNDER 1 YEAR] IF UNDER 24 HRS 
: Mi 
F W wipowep [J _—obivorceo (] 160 -31- 18 Le 


10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY ‘ BIRTHPLACE (Stote or foreign cauntry} 12, CITIZEN OF WHAT COUNTRY? 


" during most of working life, even if retired) 
4 secret; ary housewife at'l Institute D.C. U.S.A. 


a 13. FATHER'S NAME 


Bert C, Gardner 


14. MOTHER'S MAIDEN NAME 


Marie Mae Mitchell 


Then please remove carbon popers. 


- 
° 
& 
° 
Pa 
2 
8 
3 
5 
° 
3 
5 
3 
2 
x 
a = 
cs = 
= 
<7 2 
ae 
a 
S &be 
iv ° = 
o v g 
o Bev 
g 85 
» S83 
S$ Zee 
= 5 2 1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
3 & sn | Of a1, 10, oF unknown) (8 yet, geve war of dates of service) 
“ 
S eS ‘ no unin S.S.Hospital_ records 
Sage 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c). INTERVAL BETWEEN 
BP RS ONSET AND DEATH 
co S05 PART 1, DEATH WAS CA\ Y: 
> eee ART | DEAT MEBIATE Cause (Hodgkin's Disease 1 year plus 
> £e¢ ix DUE TO 
ro a a 
= fe > if any, which (b) 
3s ZES ta immediate 
“5 Agnes couse (a), stoting the ynder. ( PUETO 
= € fe 3 3 lying couse last. te) 
2 2 A S : g Past It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}| 19. pas el AoE 
Bess 2 aes oe 
2639 § OlS|__Schizophrenic reactions,paranoid type,of long standing _ ves] No 
ee sreeh & ]200. ACCIDENT WAS UNDERLYING [J __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or ee, Il of item 18.) 
ZSo0- & | OR CONTRIBUTING C) CAUSE OF DEATH 
agve co © | (IF EITHER. NOTIFY MEDICAL EXAMINER) 
g 3 Sos & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
toe ene. 6 Hour a.m. While Not while foctory, street, office bldg., etc.) | 
EsE75 F: p.m. 19 |orwork [J ot wark CJ : 
OF8585 ? 
zz 33 21.1 =, that | attended the deceased from__Ll=19= . 9.20 
os <e5 alive an__t2= 6= Tt ee L,Y’ Sew and that death accurred oGths eee 
E 3 8 - : Z Ltt 
Bo 4 
<2675 7 y | Jactuat Zh — nf 
=e wee { SIGNATUR .0 n 
£OR°0 
aeads PHYSICIAN'S 
oe NAME (Type) E.dmmnd stheus M.D Syk 4 
aS 2° Za. sto ee 2%, DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) " 
= see ‘2 BURA | a 12/10/' 57 « LINCOLN CEMETERY PRINCE GEORGE COUNTY, MD. 
(i 
- & 


FUNERAL DIRECTOR'S SIGNA] rE ADDRESS 4 240. are BY REG! 
wae Whee £ Cece STINER SPRING, MD. [Hiv 1 Pe Caney lle 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execuled within 24 haurs after death: Page 4 


—_ 


‘tor, 


nd 2 should be filed with 


# 


rec 


Med in by the funeral di 


Page 


mM popers. 


8 
vo 
& 


Then please remove 


permit. 


ror priar ta burial, cremation, or remaval, and in any event within 72 haurs, 


ould be detached far use as the burial-transi 


may be retained by the haspitel ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely fi 


page 
the re 


VS AIS (4) 


¥ 


‘5M 9/55 


1 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 2 9 7 3 
12980 CERTIFICATE OF DEATH 


‘ Reg, Dist. No. 
2. USUAL RESIDENCE (Where deceoted lived, MW institution: Residence before odminsion) 


1, PLACE OF DEATH 
. COUNTY 


‘AT! 
Carroll MARYLAND Marylend * COUNT Bal to, Gdty- v 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neores! town) mR /4 , tf 
lyr. 25days Baltimore YVOl' 
‘d. NAME OF HOSPITAL (If not in hospitol, give street ae d. STREET ADDRESS @. 1S RESIDENCE 
OR ONE OSA ON A FARM? 
05%, Baitimore St. 
3. NAME OF First Middte tot 4. DATE Month Doy Yeor 
DECEASEO | OF i 
{Type or print Amos F, LOHR a ore December 12, 19 Ee 
5. SEX LOR OR RAL fi 4 
6. COLOR OR RACE MARRIED [[] NEVER MARRIED ((] | 8. DATE OF BIRTH 4 forelhtee 
Male White _|woowo _ovorcsoms | _ 9/27/79 Be Shot 


100. USUAL OCCUPATION (Gi ind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Machinist - Unknown U.S.A. 


13. FATHER’S NAME 14 MOTHER'S MAIDEN NAME 


John Lohr Lydia Pelmer 
15, WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(es poor unknown) (Mt yer, give wor or dates of service) 
No = - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (o}. (b). ond {c)-] INTERVAL BETWEEN 


ONSET ANQ DEATH 


PART I. OATH WesiAtrenus o__Arteriosclerotic heart disease, ears 
“U2A.0 DUE TO 
Conditions, if any, which {b) 


gove tise to immediote 


DuE TO | 
{c) 
Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PAR] 1(o)|19. WAS AUTOPSY 


c.B. 9 f18SOCs $b cireut: cory ea syarbang _— cerebral arteriosclerosis, YEE) NOK 


200. Gee WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form. | 20F. (Cily or town) (County) (Stote) 
Hour a. m. While Not white foctory, street, office bidg., etc.) | 
p.m. 19 lot work (J ot work [] t 


21. I certify that | attended the deceased from NOV, 17, ._.. , 1986., oDecembe 
alive onRecenber soot, Nes ST. that death occurred ot. AM, from ihe couses ae on the date stated abave. 


MEDICAL CERTIFICATION 


ADDRESS (Street, city or town, stote) DATE SIGNED 
ser MMs  fernerten WC wo, ...Springfield Hospital 12/12/57 __ 
Namtinesy Walther H, Sonnenfeldt, M.D, Sykesville, Maryland 


Tio. GURDAL, CREMATION| 22b. DATE THEREOF Tic. NAME-OF-CEMETERVOR-CREMATORY—> 72d. LOCATION (City, town, oF county) (Stote) 
REMOVAL (Specify) AA 
eon L%+ lo» U9 Med tool - ve K tere (Ano, 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS Bao. REC'D BY REGISTRAR | 24b. ey SIGNATURE 
DATE ANV57 ._ A Zh Le 


J 


C3 
—_ 


"A ao 


93g 


nao 


CO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12974 
( Mi) 981 CERTIFICATE OF DEATH scuba ee 


1 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). 


PART !. DEATH WAS CAUSED BY: 
, IMMEDIATE CAUSE (o} 


INTERVAL BETWEEN. 
ONSE] AND DEATH 


nd a fi cht; hp 


Yractear 


sé & 
q “4 1. PLACE OF DEATH : 2. USUAL RESIDENCE (Where deceosed lived. If inition: Residence before odminyor) 
$ °. oS) b. COUNTY 
32 Carroll bia tad rylend Montgomery 
°° r b. A MoM ila Sipe ine limits, write | ¢. LENGTH OF STAY IN tb | ice an OR TOWN (lf outside corporate limits, write RURAL and give nearest town) v 
ry ‘and give neores! town! ‘ 
$2 Sykesville 8yrs. 9mos. 6days Poolesville, Maryland ‘ «Be 

> 
£2 da. ee OnnCr at (IF not in hospitol. give street address) | d. STREET ADDRESS e bee g eo 
ax Springfield State Hospital is ves @ no) 
3 % 3. NAME OF First Middle Lost «Date Month Doy Yeor 

rs (Type oF print) Mary Elgin MANN bean §~=December ah 

& 5. SEX 6. COLOR OR RACE | 7. MARRIED [ay NEVER MARRIED [] | 8. DATE OF BIRTH oh oie WE UNDER 1 ¥! 

Min. 

a a Female hite widowep [J Divorced [] 25/1865 , 

ay 100. USUAL OCCUPATION (Give kind of work done| 0b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

st J during most of working life, even if retired) 

es i Nurse “4 Maryland U.S.A 

a s* - 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

5s F 

i Charles Elgin Ellen D, Smith 

8 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. j17. INFORMANT Address 

‘4 2 {¥or, no. oF unknown) {WU yes. give wor or date of rervice) 

oe No = Zaks Springfield State Hospital 

c 

Bs 

a 

¢ 

$ 

2 

# 


DUE TO 


Conditians, if ony, which (o) 
gove 1 1o immediote 

couse {a}. stoting the under, ( OVE TO 
lying covse lost. ( 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tha! the death certificate be executed within 24 hours after death’ Page 4 


ic 
5 
: 
Fy 
a3 
Eo 
as 
S235 
Bees 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[0)]19. WAS AUTOPSY 
Baas | Ang D4 SL] NO} 
£333 < bit yes [] No 
Peas © [200. ACCIDENT WAS, UNDERLYING [| 20b. DESC ae 7 INJURY OCCURRED. (Enter nolure/of injury in Port | or Port Il of item 1B.) 
§ 5 & | OR CONTRIBUTING L] CAUSE 
eags & |G dirten: NOUFY MEDICAL EXAMINER) 
oEss % |f0c. TIME OF INJURY Month, Dey. Yeor | Zod. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120, (City oF town) (County) (Stote) 
5.2 95 5 Hates: Sa he. Rahs factory, street, office bidg., etc.) 
a = p.m. 9 lot work [J of work [] H 
ie © Tt = ae 
35 _ 21. | certify that | attended the deceased fram._g7" 7" _/_ ghliy 19.20, ta. LMU) - 174957 that { last saw the deceased 
£232 ge 
ee = alive on A -17— (4ST Ween s ee, F ane that death occurred on 220 EM, fram the causes and an the date stated abave. 
£ed 7 
=Oiaie of I WA DDNES (Syeet/city of town yote) 3 DATE SIGNED 
$2 : 
4 My ACTUAL 3 vhy o (7) vA Hoof, 
yess SIGNATUR no, fate: fe LOT LAA uy 
€aza 
3588 PHYSICIAN'S 
3 a 100) Sa a a, a a ie ee Wy 
3 oad 70, QURIAL, atime ib. DATE THEREOF |, NAME OF CEMETERY OR CREMATORY 2d. on ci Wes Y (tote) 
>5.B* REMOVAL (Specify} J 
Se: ae a4 ia i: - SPY letarcary Cy, 1d, 6] VAR _ 
; ‘ADDRESS REC'D BY ME “CISTRAR fa Gangs 
VS AIS (4 ¢ 
Yea ys" 4 Z LE 7 | 


1 . MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Q7r 
12982 CERTIFICATE OF DEATH 1294 


Reg. Dist. No. 


2 25 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If isttution: Residence before odmiion) 
re “9, COUNTY Mahsiaten 0. 5I b, COUNTY 
£3 3 B. CITY OR TOWN (I ouhide corporete limits, wite [c, LENGTH OF STAY IN Tb © CTY OR TOWN (if vtide corporate limit, write RURAL ond give neorest fown) 
: “ " 
g ae [ RURAL ca give neorest town} 9/2 Bal tino ¢ y 0 L» 
B ‘98 d. NAME OF HOSPITAL (If not in hoxpitol. give street address) d. STREET ADDRESS @. 15 RESIDENCE 
3 =% OR INSTITUTION a FARM? 
6 Ges a Yes] No 
gan fs Springfield State Hospita 3322 
2 > 3. NAME OF Firs Middle lot 4 DATE ‘Month Doy Year 
2 DECEASED 
ne, {Type er prin) John. Anthony _ Marshal]. DEATH December 6 _ is 
. [iF UNDER? YEAR] IF UNDER 24 
z 38 — 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8: DATE OF BIRTH %. Saar jeunes Teh is 
Soe male _| white _|woowengd —oworceoe | 9/7/81 76 
3 ee. ia: USUAL OCCUPATION {Give hind af srark done] 10b. KIND OF BUSINESS OR INDUSTRY /1T. BIRTHPLACE {Stole or foreign county) 12, CITIZEN OF WHAT COUNTRY? 
3 sof jl during most af working life, even if retire la Z 2 
SE tmmes | Janitor Maryland, Baltimore USoAe 
By SS ‘ 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
« 
~ 584 | ) 
3 8 he, John A, Marsha Fa L —_ 
ee ore. 15, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17, INFORMANT a 
= 6 é 2 (Yer. no. oF unknown) Uf yen, give wer or dates of service) Y ag 
3 ofe A 
c no a 
3 2 3s 16. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond (c)-] INTERVAL BETWEEN 
oe Sat 
v 2a PART I, DEATH WAS CAUSED BY: 
a ie IMMEDIATE CAUSE (o! s weeks 
= £25 2 . a 
ae = s 
F é . 
= Bz> Conditions, if ony, which w Generalized and cerebral arteriosclerosis 
S$ ZEs gove rise ta immediate DUE TO 
Ss $cc couse (0), stoting the ynder- 
Fea v lying couse lost. te) 
x % $ 5 % z Part W. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}| 19. SRC Reco 
beh oz ie) aS ed 
r 3 A\s yes] N' 
etsss a8 Senile psychosis, simple deterioration O seo 
Fotsé © [200. ACCIDENT WAS UNDERLYING £] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Vor Por! WW of item 18.) 
#5375 & | OR CONTRIBUTING C) CAUSE OF DEATH 
Zeses © | (iF EITHER, NOTIFY MEDICAL EXAMINER) ee 
Sst. 2; 
g 3 = 6s & |20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. paca CUT rae T20F. (City ar town) (County) (Stote) 
3 6 H im. r Not whil 3 
Be $e 2 i gE i A ree ata ae ' Se 
. & a 
Sc B'S 
2as ~ 3 21. t certify that | attended the deceased fram._Jan,--9-------- , 19.52. ta._Deo»-5.--—-- , 195Z.,that | last saw the deceased 
8 : y ze alive an__De¢e-6------------ eRe and that death accurred at] ¢1OAM, fram the causes and an the date stated phen 
SS o. ADDRESS (Street, city or town, stote) DATE 
Eas! D2 
< rs 
« 2 g BS / ratte WMWAale. Som, hy. ----Springfield-State-Hospital-_-_------------_.. 
o> -¢ 
ef La is PHYSICIAN'S Sykesville, Md 
s > NAME (Type)___Mastin Grogs M.D, 
S32 ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, ar county) {Stote) 
ors 3t root (Specify) Baltimore, Md 
° Fo td ’ "ADORE <r = eh BY REGISTRAR | 24b, REGISTR 5 SERA } 
ee FONERAL DIREC (OR'S SIGNATURE z ees . 24a, REC'D BY REGI 
[ ek Funeral Home Leet’ 
oo. Cee owl LEZ tae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 9 9 6 
12983 CERTIFICATE OF DEATH gee ee 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
a. COUNTY 0. STATE 


Carroll MARYLAND Maryland — ”SoUN Balto.Cit; 


b. CITY OR TOWN (if outside carporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate timits, write RURAL ond give nearest town} Vv 
RURAL and give nearest town) 5 
Sykesville S.7mos.10days Baltimore oVelt= ih 


d. NAME OF HOSPITAL (If not in hospitol, give street address) | d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION: s ON A FARM? 
Springfield State Hospital 1802 N, Futaw Ste ves (]_ No &@ 


First Middle tos! [* DATE Month Ooy Yeor 


ind 2 shauld be filed with 


we 


3. NAME OF 
DECEASED OF 


DECEASED Wilson MeCLAIN path December ‘17, __ 1957 
SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED] | 8. DATE OF BIRTH aera LR ETE See 
‘ost birthday) [Months] Days | Hours | Min. 
mae White wivowep [J oworceo(] | July 10, 1880 Ct ye 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
avieg mos! of ort ie ‘even if retired) 
oe Oe Hele - Unknown U.Se8. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William McClain Katherine Knowles 
‘ WAS: OEE nite U.S. a parce, 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Cate eas fasion a erent ot his 
No = 212-16-0872 | Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one cause per line for {a}, (b). and (c).} INTERVAL BETWEEN 
|, DEATH WAS C. ED BY: 4 
gs IMMEDIATE CAUSE (0 Bronchopneumonia “Bay's 
hy DUE TO 

he mt Mee 
Conditions, if ony, zc (by 


Page 


hin 72 hours ofter death, 


lease remove carbon papers. 


Then 


gove rise 10 immediate 
couse (a). stoting the under. (DUE TO 
lying couse last. o 


B se8epe swith corel ONS ae appa BUT Slee eT, Soest eR seat ie "eh IP. WAS AUTOPSY 
Cite 


59 0: g on. 
sease with psychotic react One Praeture neck of femur? ves No® 


200. ACCIDENT NOE heey IB ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY {Home, farm, | 20f. (City or town} (County) (State) 
Hour 6a; While Nat while factory, street, office bidg., etc.) | 
p.m. 19 Jot work [J of work [J i 


21. | certify that | attended the deceased fram May 7.5. , 954_, oDecember 175, 1957. that | last saw the deceased 


alive an_ 1 -, and that death accurred a200 Am, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, state} DATE SIGNED 


Senator YZ : >. 12/17/57 


NaMtityed__Walther H, Sonnenfeldt4 M,D 


No. Neve Genta ‘2b. DATE THEREOF 22, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) 
/ ity) ; ag ae , yi = / tf? 
eg ENE NM Prtcland Bajo, Co 


Ree Led Yo, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


MEDICAL CERTIFICATION 


jould be detoched for use os the buriol-transit permit. 
ter prior ta burial, cremation, ar removal, and } 
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TO FUMERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


~ 
@ 
b> 
o 
e 
e 
7° 
. 
2 
‘3 
id 
5 
3 
£ 
= 
a 
a 
— 
aa 
2 
2 
> 
3 
° 
® 
ry 
e 
a 
B4 
r 
= 
3 
8 
= 
rs 
$ 
3 
° 
a 
] 
= 
r 
4 
se 
=z 
he 
3 
a4 
° 
= 
e 
3 
< 
yg 
a 
r 
=z 
a 
Qo 
z 
o 
z 
a 
E 
< 
ry 
° 
an 
< 
= 
< 
a 
9° 
x 
° 
= 


Shank Wet Sf4l 3% iy Beer, 


“ 
. 
oa 
9 

é 
€ 
° 
H 
uo 
s 
x) 
5 
9 
2 
< 
a 
£ 
= 
= 
~o 
3 
: 
3 
e 
"4 
H 
° 
a 
» 
5 
ty 
& 
& 
3 
. 
€ 
& 
. 
© 
= 
3 
< 
3 
3 
oo 
2 
= 
ac) 
© 
2 
= 
= 
¥ 
“3 
ie 
= 
a 
° 
< 
z 
< 
4 
° 
a 
= 
e 
a 
$ 
te) 
= 
° 


rs 
a 
= 
x 
a 
= 
= 
£ 
va 
$ 
2 
2 
6. 
3 
6 
° 
3 
is 
C3 
= 
a 
Uv 
e 
A 
ee 
& 
= 
o 
E 


Tv 
ss 
2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 9 9 97 
+ 12984 CERTIFICATE OF DEATH pabeae 


\\ PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If inatution: Residence before odmission) 
COUN’ uate 9. STATE D.C. b. COUNTY 


b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b «CITY OR TOWN (IF ounide corporote limits, write RURAL ond give nearer! town) 
RURAL and give nearest tawn) W pasus 
Ma ashington U7 


d. Nan OF HOSPITAL ar nat in hospital, give street address) d. STREET ADDRESS . IS RESIDENCE 
‘OR INSTITUTION ARM? 
Home 5604 Davis Blvd. S. E. 
First Middle Lost 4 pied Month 
Upaeaee| Charlotte Li Medgiry |_D&ATH Dec, 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |B. DATE OF BIRTH ‘6 AGE (In years iF UNDER YEAR| IF UNDER 74 HRS. 


Fe; male White WIDOWED. &d DIVORCED im} 12/2 /1 87 q lost birthdoy) 


ee 
Se 


id 2 should be filed 


Pages a 


yn, 
100. USUAL OCCUPATION (Gi ind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
House Wife Baltimore, Md. U.S.A 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John L. Kauffman Amelia Shipley 


La fey pao aie INU. 5S. a be lt 16. SOCIAL SECURITY NO. |17. INFORMANT Address D. fe 
WAS DECEASED EVER IN U.S, ARMED FORCES gt ; 
Mrs. Harriett M, Kish, 5604 Davis Bimio SE” 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-) INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0 rtensive ear 


U4 4 DUE TO 
Conditions, if ony, which (b) general ized arteriosclerosis 


gove rise to immediote 
cotse (0), stoting the under. ( DUE TO 
tying couse lost, «progressive senile changes 

Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOFSY 


ves no) 


Then ptease remove carban papers. 


in any event within 72 haurs after death. 


, cramatian, ar remaval, ir 
ny 


permit. 


200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) {(Stote) 
Hour 0. m. While Not white foctoty, street, office bldg., etc.) 
p.m, 19 lot work [of work [J i 


21. I certify that | attended the deceased fram_____11e20__.., 1953.., ta....12029_____., 19.57. that | last sow the deceased 


alive an____. Wend. -; and that death accurred at__52 OPM, fram the causes and an the date stated abave, 
ADDRESS (Street, city of town, stole) DATE SIGNED 


M0. ......Liberty Road at Eldersburg. 


MEDICAL CERTIFICATION, 


ACTUAL 
SIGNA 


OIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral di 


uld be detached for use as the burial-trar 
priar ta burial 


+ 


NAME tTypa) . Lawson, Jr., 


22o- BURIAL. CREMATION. |b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Fd. \OCATION (City, town, oF county) (Store) 
Bit I 12/31/57 Green Hill Waynesboro, Franklin Pa. 
V% VREGISTAAR dab. REGISTRARS SIGNATURE q 

Lovo [2 (alle B 


VA 


TO FUNP) 
page 
the re 


2a 
ge 
borg 


ng 
RUNS 
AT 
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NV 
1 3 


Dara’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12985 CERTIFICATE OF DEATH 


wot 


12978 


zo Reg. Dist. No. 
of as Tt PLACE Cae Ug 2. USUAL PF (Where deceosed lived, If institution: Rasidence befare odmission’ 
{ 1 0. COUNTY ¢ Le. MARYLAND f b. COUNTY Ny 
= Let —T A 
° b. CITY OR TOWN (If outside carporote limits, weile | ¢. LENGTH si STAY IN Yb te tide rporate limits, write RURAL and giyg nearest town) 
: Se a 3 oe os 5 ayes 
> o “Ss 
S i [Caries f 
2 d. NAME OF HOSPITAL At (tt ‘not in hospitol, give sirect oddrens) 4. aT ae ADORE} , Je. 1S RESIDENCE 
* OR INSTITYTION ee ‘ ON A FARM? 
~ 


YES i No [) 


3. First 


Middle st 4, DATE Man: nd Year ‘ 
nee, Ever yy — LEOLA - Meee 24? | tlm Agee 12 gals 


5. i 6 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED 5 8. DATE OF SIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 
Apst, bur Hey ‘Manths| Days | Hours] Min. 
wivoweo [] DIVORCED fig Oo 


10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR er RY ™e favwrnc ern of fpreign caun} 12, CITIZEN OF WHAT COUNTRY? 


dtging most pf working life, even if retired) * 
Haxover Jndla, WS A 


Rae goetes “eo Ie es 'S MAIDEN Sag 
Hf. ALALe17 /N 
15. Was eae TN U.S. ARMED Tr 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
fas, no, OF unknown! Yet, give woe or dates of tervice} 
Nii (3-0F-S342.- Vib haw b 


18. | is. cause oF o€ OF DEATH [Enter only one couse per ling for (9), (b}. ond 


PARTI. Cen WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


i DUE TO 

Conditions, if any, which ‘ 
gove rite to immediate 
cotse (a), stating the under- 
lying couse lost, (a) 


Pages a 


ey 


death. . 
( 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. 


|, remotian, or remaval, and in any event within 72 hours ofter d 


ADDRESS (Street, city ar town, state) DATE shy 
wn LAE Senck M/ / 
RuSANS M.C.Porterfield, = »Md Re 


0. BURIAL, CREMATION, | 220. DATE THEREOF Te. y) E O ¢ $e, RY OR La) OCATION (City. tawny oF Pbdhennes (State) 
REMOVAL (Specify) Qa 6- $ 
23. FUNERAL DIRE TOW s, R La ae da, REC'D * REGISTRAR aE We 
S AIS (4) & u 4 do é Ya t AW Y 
Va 9755) lok //4 Alan Lites BLIP 


€ 
3 
a 
5 ‘ Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART U(a}] 19. Was AUTOrSY 
5 5 yes} NO a 
aa = | 200. ACCIDENT WAS UNDERLYING []__|20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
£ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
es 
6 & 20. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY tHome, farm, 120F. (City or towa) (County) (tote) 
g fay Hour 0. m. While Not stile foctory, street, office bldg.. etc. " 
Ey 2 orn! lat wark [7] ot wark 
5 — 
= 21. | certify that | attende the deceased from. ate 2. 3s ie Z_, tof. An! Ze .» 19__Z.that | fast saw the deceased 
° 
3 alive on___ fee _ [eae , and that death accurred at__-£QM, fram the causes and an the date stated above. 
3 
© 
3 
= 
> 


L DIRECTOR: After this certificate hos been signed by the attending physicion and campletely filled in by the funeral director, 
* prior to burial 


moy be retoined by the hospi 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours ofter death. Page 4 
TO FUNR, 


n 24 hours after death: Page 4 


2 
Ss) 
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5 
3 
2 
2 
6 
y 
2 
2 
ro 
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© HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth ce 


moy be retoined by the haspital or ottending physicion. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ods 
12986 CERTIFICATE OF DEATH 12979 


Reg. Dist. No. 


7, aun oe 2 ple RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 
o. a. STAI b. COUNTY 
Carroll we! Maryland Carroll 


RYLAND 
b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give neorest town) 
Rural, Nr. Westminster 61 Yrs. 


ad 


Rural, Nr. Westnibster 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
‘OR INSTITUTION: ON A FARM? 
Westminster, Md. R. D Westminster, Md, R. D. 2 YES #8¢NO (J 

2. NAME OF First Middle lost 4. DATE Manth Day Yeor 


led in by the funerol director, 


Pages ie 2 should be filed with 


DECEASED 


(Type or print) Portia Keturah Miller DearH 12 


5. SEX 6. COLOR OR RACE | 7. MARRIED BR] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. Rena IF UNDER | YEAR| IF UNDER 24 HRS. 
st birthday) re 
Female White |woowe[)  oworceoQ | 10/11/189) 3 om. i 


Wo, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housework, Housewife [Her _owm home Lewisburg, Ohio. U.S.A. 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


William Kirkhof Sarah Lookingbil 


I 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT "7 J) 5 Man ‘Address 
(Yes, no, er unknown) (IE yes, give wor or dates of vervicet, 
. No 212-18-2020 |Norman A. Miller, R.D.2, Westminster, Md 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a] 


L} tf DUE TO 


’ 


Then pleose remove carbon popers. 


t prior to burial, cremation, or removal, ond in any event within 72 hours after death. 


Conditions, if any, which w 
goye rise to immediate 

cotse {0}, stoting the under. ( OVE TO 
lying couse lost. te 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) |! Fee ela esc 
g ‘ , aia 
(CAAA ee é oe A a: on JA < yes) NOG 
‘20a. ACCIDENT WAS_UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Paxt | gr Port Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH ~~ 
{IF EITHER, NOTIFY MEDICAL EXAMINER) —— 
SiSar caer 

20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 208. (City or town) (County) _ (Stole) 

Hour o.m. Whi Not while factory, street, office bldg. etc.) | = 

ra — sa =. 
p.m. jot work [_] at work [7] 1 


. . yy, 
ACTUAL -) 
SIGNATURI VEE OES <A A ALA 

. 


Name tives Co Lee 2052 aa 


MEDICAL CERTIFICATION 


Ss 


(4-2 “57 
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2 
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3 
3 
ao 
g 
£ 
5 
8 
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70 
2 


22a. EP See ‘2b, DATE THEREOF G2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) {Stote} 
i * 
arial 12/28 St. Marys Cemete Silver Run, Carroll Gounty, Md. 
er . c * " y) ADDRESS 24a, REC'D BY REGISTRAR ‘2db, REGISTRAR'S SIGNATURE 
+X i % 
YEAIs.a § , Littlestom, Pa. cate L2,, 3 be - f-— (Ay 


3 °A Nvau 


1661 OS 9 


om 


Page 4 should be 


If any delay is necessary, please exe- 


transit permit. File pages 1 and 2 with th 


ial 


in pencil in ttem 18. Give Pages 1, 2, and 3 ta the funeral directar. 


| DIRECTOR: Page 3 should be used as a bur’ 


d ta the Chief Medical Exominer's Office along with form PM3. Page 5 may be retoined for yaur files. 


es 


cute the certificate, writing the word “‘pendin: 
For: 
or td 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 
TO FU 


VS. ATSME(5) 
5M 9/55 


I, cremation, 
—— 


me i: prior to burial 
beng 


i 


oO 


a 


Re 


tem 18 bg > jay Met ND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 2981) 


bf {CAL EXAMINER'S CERTIFICATE OF DEATH g a 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where ceceased lived. If Institution: Residence before admission) 
. COUNTY i b. 
AYY DO marvano || “SATE Maryland >SNT Carroll 
b. CITY OR TOWN (if outside corporote limits, write RURAL c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
SSS ; 
€5 Rum. D. 2 
es cca ADDRESS @. 1S RESIDENCE 
ON A FARM’ 
Wy pf Mt. Air eo NOR) 
3. NAME OF i Mie 4 one 
NAME OF Fint iddle Month 


(Type oF print) ror) Ah: Y,, Said Lake DEATH /é - 2) W527 


| 5. SEX 6. COLOR OR RACE | E}MARRIED Oo NEVER MARRIED A] | 8. DATE OF BIRTH 9. AGE (ln yeors SFUNDER 1YEAR| IF UNDER 24 HRS. 
Hou bicihdoy| Mon Doys Min, 
Hale. pve |winowo  ovorceoO | March 15,1920 | 37 m. 


100. USUAL faery Give ¥ind of work done] t0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 
None Culpeper, Virginia USA 


Robert Frank Monroe Mamie Belle 


ae a” ad A sialic 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
No |! None Mrs Mamie Monroe, Mt. Airy, Md. 


1B. =. aaa ae ne oy per line for (a), (b), ond (c).] INTERVAL TWEEN 
"ART 1. WAS CAUSED B : 
IMMEDIATE CAUSE (a) Bronchopneumonia 
AIX DUE TO 
Conditions, if any, which foL_ 

gove rise to immediate couse 

{0}, stoting the undertying( OVE TO 

couse last, ae @ 
é PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ko]|19- WAS AUTOPSY 
3 YES no 
© |200. EXTERNAL CAUSE WAS [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il of itom 1B.) 
& | PRIMARY CJ or CONTRIBUTING () 
& | CAUSE OF DEATH. ‘ 
3 | 20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, T20F. (City oF town) (County) (tote) 
8 Hour 9. m. While Not while foctory, streel, office bldg., etc.) | 
= p.m. ibd ot work [} at work y 

21. | certify thot 1 took chorge of the remoins described above, held an Autopsy [_], Inspection Oo. Inquiry [EF and find thot 

deoth resulted from: Noturol couses fx], Accident [[], Suicide [], Homicide [[], Undetermined couse [_]. 

ACTUAL Yo, .* DATE SEGNED 

py Mp, CHIEF MEDICAL EXAMINER [I] es 

ASSISTANT MEDICAL EXAMINER 

stan pm nencaemmner)  Ca- 22~ 57 

The. tuiginisncis 2b. DATE THEREOF Dic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (tote) 
peci | 
Buria ee. 235.19 Forest Oak Gaithersburg, Md 


[oars PO hawrtbe Bae: 24o. REC'D BY REGISTRAR | 2ab. Hee RS SIGNATUR! 47 
amas M 
Se: PIO 4 A salem ha Ma2 OG 


7 Zo 


Poge 


"3 Office along with form PM3. Poge 5 moy be retoined for your files. 
€ Boord of Heolth, E 


d 2 with the 


ithin 72 hours ofter 


File pag: 


in pencil in Hem, 18. Give Poges 1. 2, ond 3 to the funerol director. 
noted ogent, prior to buriol, cremation, or removal, and in any event 
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& TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. tf ony deloy is necessary, please =p 


eri 


LTH DEPT. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, i | 298] 
12988 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


Dist. No. 


1, PLACE OF DEATH a 2, USUAL RESIDENCE (Where deseored liv 

©. COUNTY, ewieed 

MARYLAND 
b. cy OR TOWN (0 snide coxpootefnip, write RUM © LENGTH OF STAYIN Ib || c. CITY. OR TOWN (I 
Sis theten bien) be 
kh f \A GA LCA (4) # gi a ” 
d. NAME OF HOSPITAL GR INSTITUTION (if not in hospital _give streetdaddress) d. STREET ADDRESS e. 1S RESIDENCE 
ee f ON A FARM? 
: oe ves NOAA 

3. NAME OF iia Middle 7 i gate Meath 7 bs Yer” 


Tere CmRROLL War jz 


DEATH we 9 Eg. 

5. SEX 6. COLOR OR RACE }7- MARRIED i] ARE Gibb 14 3} OF Pe 4 a yeor IFUNDER ras IF UNDER 24 i 
4 FUND 

141 Lt wioowep [] _—oivorceo C] "2 ec | 1703 aye [= eels “ag 


100, USUAL OCCUPATION ind of work done] 106. KIND OF BUSINESS OR al 11, BIRTHPLACE oe op foreign LS 2. a OF ooh COUNTRY? 
uring-moyt of working lite, 


‘even if retired) 2 ¥P [2 BD A ag lu SA 
Wall na, or wnkneven} yee es of caries] oe OS-0 > ie N10 Felica Hi C4. ad Ki 


15; WAS. ae Se EVER IN U. S. ARMED FORCES? 116. “SOCIAL SECURITY Ne 
T6. CAUSE OF DEATH [Enter only one couse per lige for (ol, (bl. ond ().] INieeraL artutes 
PART 1, DEATH WAS CAUSED 8Y; C skonJAR Detrwsie 


IMMEDIATE CAUSE {o) 
Es DUE TO 


Condilions, if ony, which o : / 
gove rise to immediote cours ame 
{o), stoting the underlying( OVE TO 

couse lost. >. a ro) 


é PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE. DEATH | BUT NOT RELATED: TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19, Nay, AUTOR 

3 YES ‘o. Pa ta 

E Va00, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Part It of Item 18.) t7 9 
PRIMARY C] or CONTRIBUTING C) 

§ | CAUSE OF DEATH. 

% |20c. TIME OF INJURY Month, Doy, Yeor  [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20F, (Cily or town) (County) = iebtateh 

5 Hour 9. m, While Naot while factory, street, office bidg., ett.) | 

= p.m. 19 ot work [.] of work ' 


21. Veertify thot ! took charge of the remains described obove, held on Autopsy [_], ct ee. Inquiry KA’ and in my 
opinion def ie from: Noturol covses 1X Accident []. Suicide im Homicide [J, Urfdetermined manner [] 


ACTUAL DATE SIGNED 


SIGNATUJ O~d CHIEF MEDICAL EXAMINER oO 


ASSISTANT MEDICAL EXAMINER Oo 


AMINE ~7 
ME (Ife ay ae * be ARS. H DEPUTY MEDICAL examine Bf 
No. BURY SEEM ‘Tb. DATE THEREOF 1 “O. Verealp 
OVAL ee 


(2. loo/fs 
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M.D. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The ow requires that the death certificate be executed w 


thin 24 hours ofter death: Page oS 


d in by the funeral director, 


“ 2 should be filed with 


€ 
3 
S) 
= 
a) 
5 
2 
g 
1: 


Fi 
S 
e 
8 
& 
o 
a 
© 
3 
5 
8 
¢ 
4 
8 
E 
2 
2 
& 
cs 
© 
S 
jes 
e 


I ar attending physicion. 


uld be detached for use as the burial-transit permit. 
, crematian, ar remaval, and in any event wi 


rar priar to burial, 


— 
2 
Ey 
a 
4 
5 
8 
2 
HS 
5 
7 
3 
5 
z 
a 
> 
= 
*S 
Hy 
2 
ic) 
P 
fe 
5 
z 
ie 
€ 
$ 
3 
a 
3 
2 
= 
6 
ef 
3 
8 
= 
s 
= 
< 
oe 
5 
a 
= 
a 
2 
< 


may be retained by the hospi! 


TO FU 


+ 


page] 
the cel 


co QR INSTITUTION ay 
IS|_ 2b ipifp 
J = 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 982 


»,12989 _ CERTIFICATE OF DEATH rh 


Item 19,Film G-22 Reg. 


USUAL RESIDENCE (WI! leceased lived. If insti sion) 
©. STAT b. COUNTY 
E DY, ¥ 
b. CITY OR TOWN (If outside corporate limils, write | c. LENGTH OF STAY IN 1b «, CITY tan {W outside corporole limits, write RURAL ond give necrest town) 
Linllootetre 3 Vole ys 


RURAL gnd give gearest town) , 9 

2) O7 Jp ae 

d. NAME OF AOSPITAL {If not in hospitol, give street oddress) d. STREET ADORESS @. IS RESIDENCE 
Mere lal | 307 S. he SALE SL NOP 

3. NAME OF rst y) Middle . 4( DATE Month 


y yes NODS 
mee. EDoabe Mahi, Olszpyske | Sam  /2—- — /S- wy SZ 


5. SEX 6. COLOR RACE |7. MARRIED [RX NEVER MARRIED ["] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR[IF UNDER 24 HRS, 
ep. a & Oo ee ae a I$ 4 3 lgst biethdoy) [Months] Doys | Hours] Min. 
5 widowed [] Divorced [} yrs. 


ra) 


Wo. USUAL OCCUPATION (Give kind of work done{10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


oe sp boa id even if retired) Y pers, OtG4 a 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAMI 


p49 “tow sid be A gly: < 
a SBE Oa Sy es Lat beers NO. }17. INI NT Sel tty Address 


18. CAUSE OF DEATH [Enter only one couse per ling for (0), (b), ond {c).] 


Le EN OP cbt eet ivr 
rilxX DUE To yao 4b, : 2 
Conditions, if ony, which hheywrt0 £ Yel f Yiathrce 


i {b). 
gove rise to immediote 


ONSET A! DEATH 
7 Ls ied 
couse {0}, stoling the ynder. ( OVETO 


lying couse lost. {c). 
a I, OTHER tee Cbd CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIYEN IN PART 1{0}/19. WAS AIO oe 
COS. wos.nith COLA fly py WU oy. “here ASS gal ves 


200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) {Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 jot work (] ot work [] ' 
of 


at Sey 19.5 Z.that | last saw the deceased 
alive on_ 8 waz, and that death accurred at £ M, fram the causes and an the date stated abave. 


. ADORESS (Street, city or townys) * DATE SIGNED 
sun, SWS lovton > ety hn Wa Pe bi fol, (V7 s3 
nscuws Walther M-Sonbren tele 

fo. BURIAL, CREMATION, ‘Wb. DATE THEREOF ME OF EMETERY OR CREMATORY 22d. LOCATION {Cjey_town, or county) (Stote) 
BUS? | Med ote. , 


pz 
23. Fi AL DIRECTOR'S SIGNATURE DORE ‘Zao. REC'D BY REGISTRAR | 24b. RS SIGNATURE 
CZ he) be, VOSA We Le Ee SY | CO any 


12. CITIZEN OF WHAT COUNTRY? 


Viton 


INTERVAL BETWEEN 


MEDICAL CERTIFICATION 


coal 


i 4: sia DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH pg5ey 4 


2 Reg. Dist. No. 
= a; Beal OF DEATH a eee eee (Where deceased lived. If institution: Residence before odmission) 
+ o. b. COUNTY 
a Carroll MARYLAND Maryland " Carroll 
ees b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
a RURAL ond give nearest town)". : 
2 Rural--Westminster 9 yrs. Rural--Westminster x 
2 d. GeiNeDON (If not in haspitol, give street oddress) d. STREET ADDRESS e BEAR Me 
a Dennings Dennings ves (] Nox] 
ov 
3 3. NAME OF First Middle lost 4. DATE Month Day Year 
3 (Type or print) ELIZA ANNE OVERHOLTZER DEATH DEC. 26 195 
e 5. SEX 6. COLOR OR RACE | 7. maRRIEDL] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (tn yeors IF UNDER 24 HRS. 
ia z lest biethdoy) [Months] Days | Hours] Min. 
rf female white |wooweof —_ ovorceoO | Jul LE, ASE 25 e755 Or: 
oe 10a. USUAL OCCUPATION (Give ind of work done| 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
i 9 during most of working life, even if retired) 
og / housewife home Maryland UeSis.. 
3 3 13. FATHER'S NAME 14, MOTHER'S: MAIOEN, NAME 
8% Samuel A. Knox Lavinia Brown 
° 


5) 


1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 
(¥en, 99, oF unknown) (it yes, give wor or doles of vervice} 
j ) no --- --- John L. Overholtzer Same 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 
— 


PART I. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (o) 


Pe DUE TO 


Conditions, if any, which ' 
gove rise to immediote 
cause (o}, stoting the under- 


tying couse lost. tc 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. WAS AUTOPSY 
yes] NO] 
200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part Il of item 16.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (State) 
Hour o. n. While Not while foctory, street, office bidg., etc.) 4 
mm, 1 Jot work (7) ot work ' 
P. 


21. | certify that | attended the deceased from... 4£Pa-v__..., WSL), ta Ae A) e___, 19577. that | last saw the deceased 
alive an UE 2astat ey iat ae and that death occurred at_f¢7__.M, fram the causes and an the date stated above. 


’ ADDRESS (Street, city or town, stote) , DATE SIGNED 
ecees I. Meret) wo 12S & Mar 12] rele 


in 


INTERVAL BETWEEN 
OWS#T AND DEATH 


8 
& 
a 
§ 
= 


MEDICAL CERTIFICATION, 


{res ames Mars i ee Westnwsrek Mi 
‘Ze. NAME OF CEMETERY ORSGREMARORY— 22d. LOCATION (City, town, of county) (State) 
BURTAY |12-30-19 St. Elias Lutheran Enmittsburg Md,- 


Pee, winristh, Md. HPC ee SEA IL. 


f? 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death: Page 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 Za 9 &4 
- 12991 CERTIFICATE OF DEATH 


onal 


& 
Ea 
2a 
& 


as Ae Reg. Dist. No. 
os —_—— 
Pee 9 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
8 8 a, COUNTY ©. STATE 
2 53, : Carroll MARYLAND : Maryland SONOS aa 
; 3 ra { B. CITY OR TOWN (If auhide corporate init, write [c. LENGTH OF STAYIN 1b €. CITY OR TOWN (If outside corporate fimits, write RURAL end give nearest town) 7 
s URAL ond giye neorest town! é 
3 Sa Rural = "Sykesville ince 11/11/55], Baltimore Vos. of 
£ 92 4. NAME OF HOSPITAL (IFnat in hospital, give street oddress od. STREET ADDRESS 01S RESIDENCE 
Laie oS Si : : 
eae. Springfield State Hospital 3103 Guilford Avenue ves) Not] 
£ £6 3. NAME OF First Middle Lost 4. DATE Month Do Yeor 
2 DECEASED OF z ° 
& 2% (Type or print} Harry Albert PIERCE DEATH cember 26 1957 
c & ee Nat 
= ee! 3. SEX %. COLOR OR RACE |7. MARRIED PS] NEVER MARRIED [] |B. DATE OF BIRTH 9: AGE (i years [IEUNDER I YEARTIF UNDER 24 HAS, 
= = fl i 
Bee male white |wowet  oWvorcenty | November 25, 1888 Oh Saree | mee ell 
2 e ae 100. Brie aes aellleh | (Give kind e phe ot 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 £ ring most of working fife, even if refi 
£2 ag } | Tool & Dye Worker ceil Maryland United States 
z 
ge °8s5 19. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
68% 
3 ge 2 Frank A, Pierge wnierrewn Neid 
= A 2 ly 2 > a |. INFORMANT 
etsy 2 8 Tg, WAS DECEASED EVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFO bate Sykesville, Md. 
8 aN S| no oo unknown, Records of Springfield State Hospital 
ae: 
Beige 18, CAUSE OF DEATH [Enter only one cause pet line far (0), (b), and (c) INTERVAL BETWEEN 
S $2 ONSET AND DEATH 
a) = ay PART I. DEATH WAS CAUSED BY: a d. 
2 °§- LO/, IMMEDIATE Cause (o_Bronchopnewmonia ays 
= £28 we x DUE TO 
io, ee 
= S25 Conditions, if ony, which Lo. 
Shere Es gove rise ta immedicte 
2  ohie couse (0), stoting the under. ( OVE TO 
eter lying couse last. eee 
38 3 S i 3 Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. SOME. 
os: 5 = . : s ee, 4 - 
Tele oe %|Sociopathic personality disturbance, drug addiction (morphine). ves] NOB 
= 2o3 5 = ]200. ACCIDENT WAS UNDERLYING [)__ | 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | ar Part W of item 1B.) 
See & | Or CONTRIBUTING [J CAUSE OF DEATH 
ae =, 2 © |{IF ENTHER, uOTIFY MEDICAL EXAMINER) — 
2SSsss & |2%c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) Gaur (State) 
wo O5 of 2] f ty) 
S5URs a Hour o.m. White Nat while factary, street, office bldg., etc.) | 
= se7s = p.m. HAP lot work [] ot work (J “PT a 1 baer 
calor iy 
2 $ cee 21. | certify that | attended the deceased fram Jdan,.7_-..--___ , 19.57, to Dee. 26...._. , 19. 57.,that | lost sow the deceased 
os < 3 - alive on December. 26_ y 1957... ., ond that death occurred ot__8245Pm, from the couses and on the date stoted above. 
E < tJ = ADDRESS (Street, city ar town, stote} DATE SIGNED 
2255. ACTUAL 2 3 ae $ fot f 
apes So NaTuR wo. Springfield State Hospital | 12/27/57. 
£a2 
2558 PHYSICIAN’ 
Zezg? NAME (yel_Marbin Gross. M.D Sykesville, Maryland eee 
Ss Fe Noe QREMATION, g R CREM OT iRity, townoy’county) (Stops 
2>5'o5 CeEmOwat (Specify) oy Ve. » Dh Pz y 
nates ; AYE Yuty Y Z| PIPALL 16 
Vv! f ‘ 
1 A A 


JK UNERAL DIRECTOR'S, i” 


2da, REC'D BY REGISTRAR 24b. REGISTRARS SIGNATURE 
(OM: oat /2-29-3/)| (Pele 
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RECTOR: After this certificate has been signed by the attending physicion ond completely 


mel 
t 


a 2 should be filed with 
— 
= 


d in by the funerol director, 


/ 


Then please remove corbon popers. 


|, cremation, or removol, and in ony event within 72 hours aftér death. 


id be detoched for use os the buriol-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 g g 
. £12992 — CERTIFICATE OF DEATH 12985 


Reg. Dist. No. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
9. COUNTYCarroll MARYLAND ~o Vary and b. COUNTY Carroll 


b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give neores! town) ‘ 
Rural, Nr. Uniontowm Life Rural, Nr. Uniontorm 


d. NAME OF HOSPITAL (if not in hospital, give street ff , 4. street aooress Uniontowm Dis ZC © 13 RESIDENCE 
ab, 


Union Bridge, Md. R.D.1 Lafoym ‘Union Bridge, Md. R.D.1 YL] NO LH 


3. NAME OF Fint Middle lost 4. DATE Month . Ooy Year 


pets y= Robert David Powell beam Dec. 11, 1957 9 


$. SEX 6, COLOR OR RACE |7. MARRIED (_} NEVER MARRIED [7] | 8. OATE OF BIRTH 9. AGE (In yeors {IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lags birthdoy) Bayr 
Male White wiooweo [3 ovorcto}] | Auge 6, 1877 BG yn. eel 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Farmer Farm Carroll Cos, Mde USA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Ezra Powell Mary Jane Reinecker 


Wie cn U.S. ARMED: Lee 16. SOCIAL SECURITY NO. |17. INFORMANT@_) FO rf, Address 
{irae Eee 1 Seagal ee 
| "Noe 218-10-2360A | Denton E. Powell, R.D.1, Union Bridge, Mde 


18. CAUSE OF DEATH [Enter only one couse per fine for (o}={b}, ond (e)) / INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: D ; ONSET AND DEATH 
oO), IMMEDIATE CAUSE (0! 2 z P “4 


DUE TO 


Conditions, if ony, which 6 
gove rise to immediote z 
cotse (0), stoting the ynder- (OVE TO 
lying couse fost, ©) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
’ ves] no) 


20a, ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port I! of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 
Hour 0. m. While Not while factory, street, office bldg., etc.) } 
pom. 19 lot work [J ot work [J Hy 
Ve SNS, toe 195-7. that | last saw the deceased 


and that death occurred at _. FM, from the causes and on the date stated above. 
ADDRESS i or town, stote) DATE SIGNED 


Mo. AM dbcde tA. Am Lhd 2212-87 


PHYSICIAN'S. 1 Ur a al 
NAME (Type) Pil. Les ee See en 


No. pura CHEMATION. Tb, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 

H 
ea eT 12/14 St. i pete tiente Silver Run, Carroll Co., Md 
23, 


MEDICAL CERTIFICATION 


at 
FY L DIRECTOR'S SIGNATURE . y ADDRESS 24a. REC'D BY REGISTRAR ay) e wart TURE 
A: hf Leto littlestowmm, Pas |omEC 13 57 : n 


\ Seven 


MARYEAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


«12993 CERTIFICATE OF DEATH Loose 


Reg. Dist. No. 
W bse pad Wy a pee OD PA deceosed lived. if institution: pe 
o. b. COUNTY 
MARYLAND 
: LZ. aL LORCOTE on 


IV outside coyporate limit, write ©. CY OR on i uly foots ty pie RURAL afd ite aren fomr) 
eres! fo WY 

4. NAMIOF  HOSITTAL (lfnot in hospital, give street a d. STREET ADDRESS «. 15 RESIDENCE 

ORJRSTITUTION ON A FARM?, 

Ll 2L, ves [] No ig 


ind 2 should be filed with 


3. NAME OF First Middle tow Doy Yeor 
(Typecer print) ho cdf VIR Cima ae if ie 46 1997 
5. SEX = 6 COLOR OR RACE |7. MARRIED) NEVER MARRIED 8. DATE er Pp 9. AGE Tn) yeors RIE UNDER 24 HRS. 
leat birthday) [Months] Doys ana | Min. 
I cml i wiboweD [) Divorced [] ys. 


10a. bil OCCUPATION, (Give ‘ind of work done 10b. Wh ,OF Y INESS OR Oa. Vv. vA Ld ELA or foreign. ee) 12. CITIZEN ib = COUNTRY? 
Bef most of working life. even if retifed) Meee ov WA 
if IL be 
14 MOTHER’: AIDEN NAME 
WA ld J fh Via % Ly 
Kz Cote eZ agile 


Then please remave corbon papers. Page: 


, cremation, ar removal, ond in any event within 72 hours after death, 


Bs was, — U. S. ARMED ron S$? 1/16. SOCIAL SECURITY NO. |17. INFORMANT yi] m 
pea pila ol 11 rm gv wet watt of voce) 2 
ey eZ LLL OBHESS ang tis eZ Le, 
18. CAUSE OF DEATH [Enter only one cause per line for (al. (b). ond (¢)] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ‘ ‘ a 
Fo ,, IMMEDIATE CAUSE in _Gorhizn Dry, 
AO, | DUE To Get cy) 
Conditions, it any, ieee patron plate, a, BAHU | 17) 
gove rise to imme ‘ 
couse (0), stoting the vi shes DUE TO De os? 
lying couse lost. ) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. SAS AUTONSY 
yes) NoC) 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part 1 of item 18.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(If EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Manth,. Doy, Year | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY (Home, farm, , 20f. (City or town) (County) {Stote) 
Hour a.m. While Not while foctory, street, office bldg., etc.) ! 
p.m. 19 Jot work (J at work (J i 


21. | certify that I ended the deceased fram,___4 Jia W980, to Ah. , 199-2 that | last saw the deceased 
alive on.. _.., and that death occurred at 3: /0 ve. M, fram the causes and on the date stated above. 


: aA Hall ADDRESS (Street, city or town, stote) DATE SIGNED 
/) [sin ee efaerthy, Seba Me Mi 


V 


MEDICAL CERTIFICATION 


RECTOR: After this certificate hos been signed by the attending physician ond completely filled in by the funeral director, 


id be detached far use as the buricl-tronsit permit. 


ed by the hospital ar attending physician. 


~.< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


age eR WP ce 2 ees pat 

> > sped) 

pegs Leese ar Cece oe kL, Bes Sy. 
a r a. ry REGISTRAR es SIGNATUR 

Spies! DATE (2-/7- X 


TO HOSPITAL OR ATTENDING PHYSICIAN: The !ow requires that the death certificate be executed within 24 haurs ofter death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 if 2 i) 8 7 
»12994 CERTIFICATE OF DEATH Sy ie 


2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before admission) 

o sare Maryland COUNTY Carroll 

¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
rural Smallwood 


a 


1, PLACE OF DEATH 
SE Carroll MARYLAND 


b CITY oF TOWN (Ie outiide corporote limits, write | c, LENGTH OF STAY IN 1b 
ond give neargy! tow 
rust “Smallwood life x 


{ 
\ 


=) 
2 

e 
2 
2 

3 

Q 
o 
“ 
2 


d. Pets ElS is ead tats {If not in hospitol, give street oddress) d. STREET ADDRESS e ep ated 
Re Pat Da l6 Rahs Ds yes F] Nox) 
3. NAME OF Middle 4. pe Month Doy Year 
2 Ree ce prin) Will von Herman Riddle DEATH Dec. 9 > A 
aD 
fe) 
& 


‘ana 6. COLOR OR RACE |7. MARRIED [_} NEVER MARRIED Jt] |B. Res OF BIRTH. Un yaors if UNDER VYEAR]IF UNDER 24 HRS, 
iethdoy) 
Male White |woowog  ovoreogQ | Fe bd. 18, 1908 oc; _ ents Roars aera Min. 


A 1a. Cat eee CURATION Carre fie eeson 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
bal I j|_ “Taborere™ Shoe Factory |Carroll County, Md. USA 

3 —- 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 1 
Unknown Daisy Riddle 

8 1S. WAS DECEASEDEVER IN. U. ‘S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c}.] 


ONSET AND DEATH 
H 

PART I. DEATH WAS CAUSED BY: j poets (Bln = 

IMMEDIATE CAUSE (o] AG acd 


Then pl: 


DUE TO ; oT 
Conditions, If ony, which 6) bovine Asc we 


gove rise to immediote 
co¥se (0), stoting the under. ( CUE TO 
lying couse lost. to) 


Part I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 19. was Auropsy 
yes( NO ei | 


200. ACCIDENT W. INDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, i Yeor | 20d. INJURY OCCURRED 20e. Hes: OF INJURY (Home, form, 20t. (City or town) {County) (State) 
Hour o. tas Ria Not while foctory, street, office bldg., etc.) | 
p.m. jot work [_] ot work Gb fl 


21.1 certify that 1 attended the deceased fram,_____ o¢-eeee=_, 1195 10d Dae ae 1974.,that | last saw the deceased 
alive on... A2ce- Wwe. , ond ahiat death Baines at_24//6_M, fram the causes and an ish date stated abave. 


5 RS” Mee” ‘ity or town, stote) DATE SIGNED 
eC Sipe POO, D3 Nlamn Plex Pore ff jpego 


mura Bal Jenne Ve aD _feleinster Ud 


ate has been signed by the attending physician and campletely filled in by the funeral director, 


ding physician. 
Id be detached for use as the burial-transit permit. 


MEDICAL CERTIFICATION, 


prior ta burial, cremation, ar remaval, and in any event within 72 hours after, 


DIRECTOR: After this certi 


# 


may be retained by the hospital ar atte: 


S = : To. BURIAL, Sue 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

z Pe BURY BPI) 1) 21 2057 Deer Park Cemetery Smallwood, Maryland 

e y 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE P- 
was) \Y John R. Byers, Westminster, Maryland _|osel4y./2 fyi How Andtber 


1 - -— MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12988 
, 12995 CERTIFICATE OF DEATH 


et Va, ‘ Reg. Dist. No. 
ae fl jf viace ‘OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before admission) 
£8 & COUN’ Carroll maryiano || ° STATE Md. b. COUNTY Montgomery 3 
. 3 b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
$ RURAL ond give neorest town) : 
32 Sykesville 3 mo, 23 dys Rockville / vets 
2 i d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
=o OR INSTITUTION ON A FARM? 
2. Springfield State Hospital 908 Viers Mills Road vs Ei Noi 
= 3. NAME OF First Middle lon (4. DATE ‘Month Doy Yeor 
2 DECEASED F 6 : 
ee © pet) M Frances Honaman Russel.1 ati Decerber 
5. SEX 7 R OR RACE 7. B. DATE OF 9. AGE (I [If UNDER 1 YEAR] 
6. COLOR OR RACE 17. MARRIED [[} NEVER MARRIED [] | 8. DATE OF BIRTH ms 4 aides, 
F W widoweg} __pvorctO CO} | November 19, 1883 Thy. 
10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
‘| Telephone operator Maryland USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


ick ~=Bernard Minor Honeman Sophia Berry 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Yes, no. or unkacwn} {lf yer, give wor er dates of services} 

' no = ank pringfield Hospita ecord 

7 


Then please remove carbon papers. Pages, 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)} INTERVAL BETWEEN, 
‘“ PART |. DEATH WAS CAUSED BY: 
IMMeSIAtE Cause fo|___Bronchopneumonia days 
49/X DUE To 
Conditions, if ony, which “i 


to immediote 
toting the under. DUE TO 
lying couse lost. © 


Past Il, OTHER SIGNIFICAN: INDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TQ JHE TERMINAL DISEASE CONDITION Mae IN PART 1(0)}19. WAS AUTOPSY 
CBS assoctave a withret ToaLatory Gistur Bance with cerebral arverto- eae 
2 E NO 
S. O si al 2 On 


rupee 206 DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port II of item 18.) 
f DEATH 


nding physician. 


2c. TIME OF INJURY Month, 


Boy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour i 


White Not while foctory. street, office bldg. etc.) 
lot work [[] of work 


21. | certify thot | attended the deceased from__Aueust 13, 19.57, t_Decenber.__6, 1957Z_..that | last saw the deceased 


olive on_. Decenber_ 6, ___, 1957___.. and that deoth occurred ot... _AM, fram the causes and an the date stated above. 
4 ADDRESS (Street, city of town, stote) DATE SIGNED 


4 lie 
i 2 Lee kteheile a: 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR' 


mvsiclan'sGertrud Sonnenfeldt, M.D. 


prior to burial, cremation. cr removal, and in any event within 72 hours after death. 


> 
2 
BE 
a 
= 
6 
8 
2 
MH 
5 
Ps 
f 
& 
S$ 
F 
a 
@ 
HS 
5 
S 
2 
3 
° 
€ 
5 
3 
€ 
oy 
i 
¢ 
3 
2 
rs 
2 
:<) 
ro 
2 
3 
8 
£ 
s 
= 
< 
4 
B 
7 
= 
a 


Id be detached for use os the burial-tronsit permit. 


: 
* ‘or 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs after deathi Page 4 
may be retained by the hospital or 


ones ‘720. BURIAL, CREMATION, | 22b. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION town, or county) {Stote) 
Sot Bias Specify) 
ott eme 
° = m and 
me ck 
VS AIS (4) 
15M 975! 


uae Lita 


oa 
id 2 should be filed with 


id completely filled in by the funeral director, 
6 


~ 
° 
> 
So 
2 
8 
3 
i 
3 
3 
5 
o 
2 
x 
- 3 
< 
= 28 
3 * 
Bs. 
3 ot 
g 88 
g wes i 
3 85 
2 §8 
3 
2 Ere4 
= Ca 
8 off 6) 
£ $2 
3° B8e 
3 Zaz 
2 38s 
Caen 
2 Fe> 
$ BES 
titi 
= cee 
3936 
SEBES 
peges 
Bor ss 
eo 
Ee aR 
agers 
yv = ¢ 
ae 
Eo23e 
“pegs 
07555 
Ze2ys 
aac 22 
2g 33 
Lo 
<257 5 
eve .. 
62225 
<2zaes 
aa 
gaze 

zoe Fe 

0 Foe 

e 

VS AIS (4) 


15M 9/55 


he 
— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12989 
12996 CERTIFICATE OF DEATH Py 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmlision) 
o. STATE But land b. COUNTY 


1, PLACE OF DEATH 
COUNTY Carrodd: MARYLAND 


J 
B. CITY OR TOWN Jif ouhide Bic ee limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
on give neorest town! Baltimore City oF col 
Ss kesville i vivcy Ly 3Yy oh, ay 
4. NAME OF HOSPITAL (IF not in hosptel, give wrest oddress) ¢. STREET ADDRESS 1g RESIDENCE 
Dpringfield State Hospital 7000 Harford Avenue yes [] No FY 
= 
3. NAME OF First Middle 2 lost 4, DATE Month Doy Yeor 
tips or phn) Dora Hildebrand Schafer BiatH (2 24 ~S7 
5. SEX 6. cotor ‘OR RACE [7. MARRIED [7] NEVER MARRIED [[] | 8. DATE OF BIRTH % AGE ages IF UNDER 24 HRS, 
RF Mit 
] W winoweoTX —owvorceo cy | March 17, 1869 8 ni in 


10a. USUAL OCCUPATION ee kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
uring most of working life, even if retired) 


Housewiie Home Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Charles Hildebrand Mary 
1B. WAS hace gi U, $. oe —. 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(fan no, oF voknewa) Hiren dea we orideheial catece} 2 Sonik J : 
no “hg 1y-01-,395D Springfield Hospital records 
V8, CAUSE OF DEATH [Enter only one couse per line far (0), (b). ond (¢):) 0 INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 
IMAPOIAH cnDsE fo) _COVO WAV eclusi on RY 
U“ DUE TO 
Conditions, if ony, which OVOUG Y Avie Nese ASL Aad teas 
gove rise to immediate Ke wi 
couse (0}, stoting the under: l 
lying coure lost. to abi ire ol tien oicleresis Qty 
a Part Il, OTHER SIGNIFICANT ConoiThe ONS CONTRIBUTING TO aa BUT etab RELATED TO THE Hay DISEASE CONT we GIVEN IN PART ae 19. WAS AUTOPSY 
Z|CBS a ssociated with dis Nae ae a he ee growth or nutrition, wi en nal 
VLsean a 3 fa 
© [200 ACCIDENT Was UNDERLYING G1 DESCRIBE HOW INJURY OCCURRED eee astatarst injury in Port | or Port Il of item 1B.) 
& | on CONTRIBUTING L] CAUSE OF DEATH 
& [Ue EITHER, NOTIFY MEDICAL EXAMINER) a 
z 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED Ne. fence OF INJURY (Home, form, 1 20f. (City oF town) (County) (Stote) 
S$ Hour 0. m. While Natale foctory, street, office bldg., ete.) 
= p.m. 19 Jot work [-] at work (J 
y 
21. | certify that | attended the deceased fram. 19.52 that | last saw the deceased 
alive ene it- 24 18. es, and that death accurred ot__P_M, from the causes and an the date stated abave. 
i ADDRESS (Street, city or town, stote) DATE SIGNED 
PP P doe . 3a r : 
Stine / eee blih lt) wo, Springfield State Hospital 
Vv é 
Naatives_certrud Somenfeldt, M.D. _Syk 


LE, tiaryle 

T2o. BURIAL, Resin ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 
rye L (Specify) 

Buriat Dec. 27, 1957| Baltimore Cemete Baltino Ma 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE sa, 
llrich Funeral Home 4210 Beleir Road oat /2- 25-5, Ze aha 


Bi eh 


vaand 


ao OAC 


Wn naa 
Js Af 9% 


I director. 
filed with 


Ne 
e 


eee 


d 2 shoul 


2) 


i 


‘ate hos been signed by the attending physician and completely filled in by th 
Then please remove carbon papers. 


Id be detoched for use as the burial-tronsit permit. 
ror prior ta burial, cremation, ar removal, ond in any event within 72 hours after death. 


€ 
& 
a 
is 
z 
a 
o 
1S 
3 
H 
£ 
3 
8. 
3 
is 
So 
2 
° 
£ 
EH 


DIRECTOR: After this certifi 


o) 


STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12990 


Tens itTIFICK TE OF DEATH © 


Ly 


Reg. Dist. No. 


fy pear cake de 2. ee aalisande (Where deceosed lived. If institutian, Residence before odmissian) 
a i b. COUNTY 
arrol] bidet Maryland Baltimore 
b. CITY OR TOWN (If outside carporate limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest town) 
RURAL and give nearest lawn) = 
Sykesville 12 yrs. 2mos.lidays Essex, 
d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS 
OR tNSTITUTION 
pringfield State Hospita 2 Wagners' Lane_ 
3. NAME OF fi Middl 
ptias ‘iest iddle tost 
(ype ar print) John Seibert 
$. SEX 6. COLOR OR RACE |7. HRGMEDIER NEVER MARRIED [7] | 8 DATE OF BIRTH 9. AGE (In years 


lost bigthdoy) 


Male White wioowen & pivorced [] 


10a. USUAL OCCUPATION {Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 
during most af working life, even if retired) 
, Butcher Meat Company Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 
\3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Lawrence Seibert Barbara Wills 
1S. WAS DECEASEDEVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Addrew 
(Yes, no. oF unknown) (IF yet, give wer oF dotes of rervice} 
Nots knows - Yh. Springfield Hospital Records 
18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b). ond (d.] CHER IRE 
rat ean WIS SHEER, Arteriolosderotic heart disease ears. 
? DUE TO 
Canditians, if any, which (by 


gave cise ta immediate 
cause (a), stating the under: DUE TO 
Sieg Spay teu. (e) 


Zz Past 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Na)|19. WAS AUTOPSY 

e 25% =A PERFORMED? 

& eneral Paresis ves) N 

= [200. ACCIDENT WAS UNDERLYING [)__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il af item 1B.) 

& FOR CONTRIBUTING LO) CAUSE OF DEATH 

© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

< 20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form. | 20f. (City or tawn) (County) (Stote) 

6 Haur a.m. While Not while factary. street, office bldg., etc.) ff 

= pom. 19 fat wark (J of work Hi 
21. t certify that | attended the deceased from__JULY 1 __ 1950_, to December 9_ 1957 _ thot | lost saw the deceosed 
alive an__December 8 ae ly ‘ oy and that death occurred ot, .8230A.yy, from the causes and on the dote stated obove. 

ADDRESS (Street, city or tawn, state) DATE SIGNED 

SIGNATUR wl Waa Springfield State Hospital 12/9/57 


Nanettyes__ Walther H, Sonnenfeldt, M.D. Sykesville, Marylend 


2a. REMOVAL epee Tb. DATE is Ne. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Citys tawn. ar county) {Stote) 
Sd Pa y ze 2 Z 
ALA VL 4 LEC bC, GRAM 7 Dy LA pect o 
23. FUNERAL DIRECTOR'S SIGNATURE Oil i 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE / 
fj f - t 7. Cee A ps a f A 
He fe hoe LE Jeph flee fA LULE! FG. | L257 LZ ltttz, Gee” 


Items 8,9: Notarized statement from daughter (filed) 


od 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 y, 9 9 1 
£12998 CERTIFICATE OF DEATH art. 


most of working lifé, even if retired) 


/ for DP L ids VASE Bal lp pe Lm Le Shei 


13. FATHER’S, NAME r 'f 14, MOTHER'S MAIDEN NAME 
2 
Feo e » Anes = Ave ZWov 
ye WAS A, SED EVER IN U.S. ae hikes 16. SOCIAL SECURITY NO, |17. INFO NT Addry J 
Ree il RNS ap dS f. aT 
Vad) ToselO-bY¥AT Cvely LZ Ane _/a Soha, a 


INTERVAL SETWEEN. 
ONSET AND DEATH 


gs : 

ae 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

fo 8. 8. b. COUNTY 

3s [Greely eee Lartla ov pproll 

Be b. CITY OR TOWD (If oubide corporate limits, write Te. LENGTH OF STAYIN Tb || ¢. CITY OR TOWN {jf oultide corporate limils, write RURAL and give nearest town) 

so RURAL-CaidAgiyé nearest town) oe: ae << 7 

ez CHL 2 ae: Kee SCO 

a: 3 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. tS RESIDENCE 

=a : OR INSTITUTION / ON A FARM? 

aS oO ves) NOP 

£ ¥ 3. NAME OF First Middl Lost 4, DATE Month Day Year 

2 DECEASED : = Li OF : 

£ (Type or print) David Fdwar See SH Stam Decembsey 3 1947 

= 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | DATE OF BIRTH ¥- AGE (in yeor, [FUNDER LVEAR]F UNDER 24 HS, 

2 7a a “ py Y) Months! Da; Hor Min. 
/e, th, FE \woowen py oworceo C] 5c Bi LETO Deas aa 

Qa 

5 AL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

8 

oO 

4 

o 

iS 

i] 

as 

ES 

a 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


Ub of DUE TO 


Then please remave carbon papers. Page: 


\ 


Conditions, if any, which b 
gave rise to immediate 
couse (a), stoting the under- 
lying couse last. © 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} }19. Ase rah 


ves] no py 


IN 


200. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Port I! of item 1B.) 
OR CONTRIBUTING [C] CAUSE OF DEATH — - 

(IF EITHER, NOTIFY MEDICAL EXAMINER) . § 
20c. TIME OFANJURY Month, Doy,-Yeors 
our Gi. pa 


pes 


20d:INJURY OCCURRED ~ |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Stote) 
Whilb__=--Not white foctory, street, office bldg., etc.) t 
jot wot] at work "=F _ 1 — — — 


21. | certify-that | attended the deceased from. G7 rit LP, wv to 20K 2. 19-2 Zithat | last saw the deceased 
alive on WAU 27, wtZ_, +m death occurred at d/,724.M, fram the causes and an the date stated abave. 


sett, call ACE ns, st abl orighce led , Druck, BLT 
bee FE Busk mp fey hy PstEAD LMaryford 


oe ae GR ‘2b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CRI KATORY 2g. LOCATION (City, town, or count; (Stote) 
DQ 
a2 B. 


12-9%- 57 | METHODIST 1 _|Z67APSCO Pip. 


PLA 
, 23. FUNERAL DIRECTOR'S Sit TURE ADDRESS 24a. REC'D BY REGISTRAR ‘2db. REGISTRARS SIGNATURE 4 , 
Sized Land Mabrindy bid Le Vide 
WAS! Litwid UA Cttnumetin MA» lowe le. 5) $4 Li Gerke Cl 


MEDICAL CERTIFICATION 


—- pm. 


RECTOR: After this certificate hos been signed by the attending 


ld be detoched far use as the buriol-transit permit. 


‘or priar to burial, cremation, or removal, ond in any event within 72 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after deoth: Page 4 
may be retained by the hospital or attending physician. 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12992 
12999 CERTIFICATE OF DEATH nen vl 


ith 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] 


~ PLAGE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If iafittion: Residence before odmihion) 
°. 8. b. COUNTY 

c¢ f Carroll si A od Maryland Balto,Ci 

yee 'b. CITY OR TOWN {IF outside corporate limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

Bh RURAL ond give neorest tawn} v 

2 Sykesville 1 mo,Sdays 806 S, Breadway ; 

2 _. | E NAME OF HOSPITAL (IF not in hoxpitol, give street address) d, STREET ADDRESS, . (5 RESIDENCE 

- fei O8 INSTITUTION ON A FARM? 

Sy , Springfield State Hospital Baltimore 31. ves) No®) 

2 

° 3. NAME OF First Middle low 4. DATE Month Day Yeor 

a DECEASED OF 

> Y (ype or print) John SKUBER costs December 5, 19 57 

8 3. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF 8IRTH 9. AGE {in yeors TF UNDER 24 HES, 

e loypbirthdoy) [Months] Deys | Hours] Min. 

é Male White — |wivoweoxX] pivorceo [] April 21, 1883 aH yn. 

& 100. USUAL OCCUPATION (Give kind of work dona! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

Cy during mast of warking life, even if retired) r 

z Seaman LA = Russia Russia 

8 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

° 

e Peter Skuber Tisa Libek 

@ Us WAS Os ed atid UL S. on eee 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
0s, PO, OF unbRoWwn) {It yes, give wor oF dates of service) . 

i ° - 086-12-8333, Springfield Hospital Records 

£ 

3 


INTERVAL BETWEEN 
ON AND DEATH 


: After this certificote has been signed by the ottending physician ond completely filled in by the funeral direetor, 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after deoth: Page 4 


§ PART |. DEATH WAS it etosy i. Artertosclerotic heart disease ears 
= LAI.9 DUE TO 
= Conditions, if ony, which 1 
; gove rise ta immediate an e 
cause (0), stoting the under- 
ca lying couse lost. 99) () 
is Ang seoeten. Dee 
is 5 z Paar Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
= Q PERFORMED? 
£ < =| Cerebral arteriosclerosis with psychosis. Pulmonary tuberculcsis. eo Noo] 
= is] 
O53 | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
3 s OR CONTRIBUTING [J CAUSE OF DEATH 
5 2 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
SEs < 20c. TIME OF INIURY Month, Doy, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
6.28 o Hour o. m. While Not while factary, street, affice bldg. ‘ 
3 4 = p.m. 19 at work [] ot work J H 
2-5 = 
asoe 21. t certify that | attended the deceased from,__10/30/57_ __, Dele 2», IPL that | lost sow the deceased 
223 
fe 3 alive onDecember_5,___ JAM, fram the causes and an the date stated above. 
= o% ADDRESS (Street, city or town, stote) DATE SIGNED 
So ACTUAL 
aE 8. soto wo, Springfield State Hospital __12/5/57__ 
cae 
2 2 PHYSICIAN'S 
32 NAME (Typ) Walther H, Sonnenfeldt, M.D Sykesville, Maryland. 
poy Gene Obie a en esse ee ee Ars eres 1 OPE, Ee | 
3: To. GUS, ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (State) 
>~3.o° cify) ‘ 
£6 g2 Burial Dec, 10, 19 Sacred Heart Baltimore, Maryland 
4 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS da. REC'D BY REGISTRAR | 24b. REGISTRAR'S ef Ue 
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Board of Heelth, 


Fite poges 1 ond 2 with the 


In. of removal, and in ony event within 72 hours ofter 


itl 


DIRECTOR: Poge 3 should be used os o buriol-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 500: 
13009 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 12998 


ee Reg. Dist. Ne. 


}, PLACE OF DEATH 2. USUAL RESIDENCE oe deceased lived. If Institulion: Residence before so 


* 9, COUNTY 
ep a MARYLAND © STATE PCE addi Cen 


ITY OR TOWN 11 ounide SPP. Fimity, write RURAL [Zz LENGTH OF STAY IN 1b ¢, CITY OR ee {If outside corporate limits, urge RURAL and give nearest town), 


phos MD aeeme LA. pL sc Fecal Cee. flere ae) or. Ke 
1 address) 


d. NAME OF HOSPITAL OR 1} Ue {If mot in hospitol, give sty d. STREET ADDRES: ? Ig RESIDENCE” 
Gitec. che Le eat) eh Heche en =} ves] Note 


3. NAME — First “a . ees 4. DATE 4 Yeor 


tape eres os meRTIS aes J 198 
. 6. ee RACE |7. MARRIED a MARRIED E]]8. Bes CF Je 9. AGE wevesn [IEUNDER 1VEAR] IF UNDER 24 HES. 
ma 1 bctheor) ms ie 
<a eg wibowep [J pivorceo [] oy A IF: z4 Ys ae Months | Days | Hours | Min 
Nea, USUAL OCCUPATION | Givi kind of work done cae ‘OF BUSINESS OR INDUSTRY | 14. ee {Stote or foreign country)’ ———S=«*iD. CITIZEN OF WHAT COUNTRY? 
uring mostet woeking lite, even if retired) 


14. MOTHER'S M ? 
EG, 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? "5 SOCIAL SECURITY NO” 


fer, ne, epentnown} | Ut yes, give wor or dates of tervice} Siibeje 6é ling, Wi \ ( 


bigedCoeecerr 
18. CAUSE OF DEATH [Enter only one couse per line far 0}, (b), ond (c). an 


P 
mar peas AEE OuysHotT Wound gt eAp 
QUE TO 


Conditions, if any, which by 

gove rise to immediote couse = 
{0}, toting the underlying( OVE TO 
couse taut, =. 2 {c} 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. WAS AUTOPSY _ 
fi PERFOR! 


RAED? 
ves[] No 4 


PRIMARY Dik ce CONTRIBUTING [? 


CAUSE Aowrnade A facet - Se : s 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED [20¢. PLAGE OF 4NJURY (Home, rai 1208. (City or # Gall {(Stote) 


200. Ar er, <0 CAUSE WAS DESCRIBE HOW INJURY OCCURRED. ‘eae noture of ‘Cabae. in Port ! or Part tt of item 18.) 


While Not white. story, sireet, office bldg., etc. 
‘ot work ‘at work P 


MEDICAL CERTIFICATION: 


Caerende b sere and in my 
opinion oy fram: Natural causes [1]. Accident o. Suicide fl. Homicide (1. Undetermined manner | 


ACTUAL Fl DATE SIGNED 
SIGNATURE Rts 4 Nib) CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER [[] 13- 77 
; AM DEPUTY MEDICAL EXAMINER Bf 
Tio. BURIAL, CREMATION, [22. DATE THEREOF “ee NAME Sit CEMETERY —— eae (Gy. town, o wil a — - 


PMOVAL Sp hy ae llbaefi ven feu 


23. "BELA LIO EE ZL ol ce i by ISTRAR' we SIGNATURI 
ee EL 
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may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


a 


igned by the attending physician and campletely filled in by the funeral director, 


id be detached far use as the burial-transit permit. 


* 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 Q 9 9 4 
001 CERTIFICATE OF DEATH Oe So 


1, PLACE OF DEATH ra Menton eee {Where deceased lived. If or before admission) 


MARYLAND D bi ab PO 
BL CITY OR TOWN (iF ouiide corporate limits, write |e, UNGTH OF STAYIN Ib || _«. ar OR TOWN (If outtide corporate limits, write RURAL ond give nearest town) 
)" RURAL ond give nears! town)” 2 
ES Tei SIWESTIIINS TE RR 


d. NAME OF HOSPITAL (If nat in haspital, give street address} d. STREET ADDRESS e. IS RESIDENCE 


Cua INSTITUTION wh i ay T A Ue bales 5 a 
3. NAME OF First yt S au 4. DATE Manth Day Yeor 
iors Jonny” Hatvey zon s| em pet 95 7. 


6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. Syteed TFUNDER I YEAR]IF- UNDER 24 HRS. 


a pivorceo [] P H jf < 22 ye. 


ntry) 12, CITIZEN OF WHAT COUNTRY? 
[Pe ae: 


1 13. FATHER'S NAME 4, MOTHER'S MAIDEN NAME 


that A Carnar Veg 7 WR. (Fad ind 


15. WAS DECEASEDEVER IN U. $. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17, INFORMANT a J Address Fadda ryt ys 2? 


inn se my UF 72, give wor oF datet of service) i) E V/ yj e a, | rd. Y BALL “ip 


@ 2 shauld be 
— 


18. CAUSE OF DEATH [Enter only one couse pac line far (a) {b), ond (@).] (>) WY INTERVAL BETWEEN 


ONSET AND DEATH 
PART I, OEATH WAS CAUSED BY: Me 
IMMEDIATE CAUSE (o] a0 ple bert c $47 


é fp. DUE TO 
4 
Conditions, if any, which i" Bk yet a! Lass “AY he AANA >) 
Gove rise to immediate Y 
co¥se (a). stoting the under- ( OUE TO 9 
lying cause last. o. 


Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) | 19. wes AUTOPSY 


REORMED? 
an YEE) No [) 
200. ACCIDENT WAS. $ UNDERLYING O1__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Part 11 of item 1B.) 
OR CONTRISUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCYRRED | 20e. PLACE OF INS NUURY (Home, form, 120%. (City oF town) (County) (State) 
Hour 9. m. White oOo < awe foun iain bidg., Gaul 
zm [a wer Mas 


21.1 pei et | attended the deceased fram. ne f= 9272 to_ LBA _E_—_., 19.522 ,that | last saw the deceased 
alive on___ Le = eke; Teepe, and that death occurred at. __.M, fram the causes and on the date stated above. 


DDRESS oes ee city of town, state) DATE SIGNED 
We Be 
sett DK 2 SP ezzey we ? GE QAI PES eee i ae 9 


PHYSICIAN'S ; 
NAME (Type) 7 aL 


Then please remove carban papers. Pages 


prior ta burial, crematian, ar remaval, and in any event within 72 hours affer death. 
MEDICAL CERTIFICATION, 


town, or county) (Stote) 
CLU 1G o 


24a, REC'D BY REGISTRAR 2éb. REGISTRAR'S SIGNATURE 
oate J 2-9 SD | Sha t_¢ 


page 3, 
the regi 


MARYLAND STATE: DEPARTMENT OF HEALTH—BALTIMORE, 18 
+ 13002 CERTIFICATE OF DEATH 


ot 
i 


12995, 


{ i Reg. Dist. No. 

‘x “i J 2 aed Geil 2 vee Pea 3 (Where deceased lived. If institution: Residence before odmissi6n) 

Ej y 9. b. COUNTY 

2 Carroll pina ae Maryland Balto. Cit; 

8 b. hts tgs! (it re Sr Vieni ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) ‘ 
ond give neorest towel 

2 . Oyrs.2mos.l10|days Baltimore 3yva/-y¥ 

Zz d NAME. OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 

* OR INSTITUTION ‘ON _A FARM? 

es Springfield State Hospital 2918 Cresmont Ave. ves [] No 

3 3. larg 28 First Middle lost 4 pare Month Doy Yeor 

r, (Type oF print Louisa Wolbrach SUDSBURG DEATH December 1h, 1957 


5. SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED [-] |8. DATE OF BIRTH "AGE [In yeors [IF UNDER | YEAR|IF UNDER 24 HRS. 

hhcieiin eae August 11, 1867 tos! ‘son, Months] Doys ey Min. 

100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |I1. BIRTHPLACE (Stote or foreign country) 12 CITIZEN OF WHAT COUNTRY? — 
Germany Unknown 


during most of working life, even if retired) 


j \ Housewife ~ 
I 8. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Iudwig Wolbrach Fredrica Rommel 


js Was eae Ios atin U.S. ag ecg 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fas. no. oF unknown! (Hf yas, give wor or dates oF service) 
No - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c)-] 


FART | OAT MEDIATE CAUSE fol Myocardial inferction 


7 = DUE TO 
Conditions, if ony, which Arteriosclerotic heart disease 
gove rise to immediate 


couse (0), stoting the under. (| CUETO 
lying couse lost. a 


INTERVAL BETWEEN 
ONT Gay DEATH 


Then pleose remove carbon popers. Pag: 


Years 


is certificate hos been signed by the attending physicion and campletely filled in by the funeral director, 


PHYSICIAN'S: 


NAME (Type) Wy la 1 her H,. Sonnehfeldt., MaDe 


+ 720. BURIAL, CREMATION, | 22b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {(Stote) 
&* _Burls (Specify) 
g2 =: 18, New Cathedral Ps Balto,, Md 


& 
fe eae 
6e% 
Bes é Past Tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
255 o 12 ae pe ee PERFORMED?. 
i ple 
£33 5 Paranoid condition ves] Noth 
ro3 & [200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
fos 
tae & | OR CONTRIBUTING (] CAUSE OF DEATH 
gee & | UE EmTHER, NOTIFY MEDICAL EXAMINER) 
14 mr 
O56 & ]20c. TIME OF INJURY “Month, Doy, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
avg 6 Hour 0. m, While Not while foctory, street, office bldg., etc.) | 
Bec = Pm. 19 lot work [] of work [J H 
= 2s 
os 21, | certify that | ottended the deceosed from July 1, es, , 19.50., toDecember a ee, 9, 19. 21 that | last sow the deceosed 
S23 
fe 3 otive on os tn, ., and thet deoth occurred ot22h0 Pm, from the causes ond on the dote stoted obove. 
= 3 f y) // ADDRESS (Street, city or town, stote) DATE SIGNED 
sess, | (Sethe! 10 bit] 4 ! wo. SP anit sie eS 
D> 
gag 
: 
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TO FUNERAL DIRECTOR: After thi 
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~< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 haurs after deoth: Page 4 
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priar ta burial, cremation, ar remaval/and in ‘uny event wi 


a: be detached far use as the burial-tran: 


may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


page 3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
the re; 


VS AIS (4) 
15M 9/35, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12996 
CERTIFICATE OF DEATH 


Reg. Dist. No. V7, 
1. PLACE OF DEAT 2, USUAL RESIDENCE ppesagioeot in, 1 nltrnoh een eaaEae! 
[s 3. b. COUNTY Va 
MARYLAND 
LLL LAEO 
«:LENGTIZOF SJAY IN Te TY OR TOWN (If outside, corporpfe limits, wrjte RURAL and give nearest tawn} 
t l : j / 
dl eas Ea fe fie Mf OGHCOCT LE 
d. STREET ADDRESS oo i e. IS RESIDENCE 
ON A FARM? 
ves [J No Sg 
Fs. NAME OF First Middl - DATE ¥ 
DECEASED is yom: jest Manth By == 
ree etein AOL arr CY, Lat | Beara 9-5 


6. COLOR OR RACE | 7./ married Je} Reve foc 8. DATE OF BIRTH 9. AGE Ze. years sia IF UNDER 24 H' 
lost } day) 4 Us 
wiboweo [) bivorceo () Kb LA, LS) ve. (Epes 
100, tf OCCURAY ION {Give tind ‘of wark dane| we, IND OF ae ‘OR INDUSTRY | 11, BIRTHP CE (State or oe ign counfry) he! CITIZEN OF WHAT COUNTRY? 
) d) P ” itfe, even if retired) J =? 
J d ti LI. LO. SLi ty 


14, MOTHER'S MAIDEN NAME Z, 


Lite Lz, 


i fas, No, oF unknown] (IF yes, give wor or dates of verviee) DZ L2 
) = ZL OTIGAS Tyo bs Yi eZ og 


18, CAUSE OF DEATH [Enter only one cause per line Mer Gh eian Gil {a}. (b). ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0 Generalize 


Vx DUE TO 
Conditions, if ony, which 
gave rise to immediote 

cotse (a), stoting the under ( DUETO 
lying couse lost. 7 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
Ml 
ves] no] 


20a. ACCIDENT WAS UNDERLYING (] 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part tor Part Il af item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY = Manth, poe Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, ‘ 20F. (City or town) (County) (State) 
Hour a. m. While __ Nat mie factory, street, affice bldg., etc.) 
p.m. lot work (7) of work H 


lhe lt 8, 19.5.7 thot | last saw the deceased 
Biivé on December Es 23. LAG, and that death occurred ot 2h 5 ‘M, fram the causes and an the dote stated above. 


ADDRESS (Street, city ar flown, state) DATE SIGNED: 
ae a aan _.-----bexty Boad at Eldersburg... 12.28.57 


Name itye Wine He Lawson, Jr., M.D ; Sykesville PQs, Maryland... 


Zo. oom 22b. DATE [OO P| NAME OF CEMETER Td. LOCATION (City, sown, oF copnty) ate) yy, 
Ri i é }, bf 
y —— Lille” Met rad be. [illtle ee, 2G 
2 Chas 


adenocarcinoma of prostate 


xD Soon ‘2da. REC'D BY REGISTRAR BAR'S SIGNATUR| 
: y pect 
es Z ae a 1. Moule SIS PMG Ae 


ol 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12997 
CERTIFICATE OF DEATH Reg. Dist. No. 


1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


“ ¢. COUNTY CARROLL ays D/ ip pyro CA P Pp LL. 


la 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b cr te OR TOWN (If autside corporofe limits, write RURAL ond ae ieee town) 
RURAL and give nearest town) if 
WES TNALAS TE ab Fa 2 Ld A Le 


d. NAME OF HOSPITAL (If nat in hospital, give street address) E d See ADDRESS: @. 1S RESIDENCE 


ies ad ge I Ws MALY S a ee Mt YAIN, ST. Ye LT] NORE 


3 eeaap iddle i Lost 4. i Month Day Year 
Hn CHARLES sbha) VELNOKEY | few DEC = 27" sz 
5. SEX 6. COLOR OR RACE |7. MARRIED B-NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a lost birthdoy) [Months] Days | Hours] Min. 


Wiehe My WIDOWED [] DivORCED [) A y K a KO | FZ. yrs. 


0s, USUAL OCCUPATION (Give Kind af work dane] 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE res or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ing mast af working life, even if retired) t [3 
~ LY GAVL Dh file thAtecgs LABLDOLATI he Oe EE 
3. FATHS NAMI J 14. MOTHER'S MAIDEN NAME 
ale Ki Velwoske Mer. 


15. WAS Wautene INU. S-"ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT 
fh. aia) | Syms peer er Stheral ioe 9-3 
est 2/9 -32 Sf, Jhe 
= 


18, CAUSE OF DEATH [Enter only one couse pertine for (a), (b), and (c)- 


y 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0)_<1 


ry DUE TO. 


vA 


Pages load 2 should be filed with 


Then please remave carbon papers. 


, cremation, ar remaval, and in any event within 72 haurs after death. 
= 


Conditions, if any, which o 
gore rise to immediate 


cavse (a), stoting the under. ( OVE TO 
lying cause last. te) 
ES oe 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 


PERFORMED? 
ves] No (i | 
20a. ACCIDENT WAS UNDERLYING [| 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) aN 


20c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE ‘OF INJURY Gee form, | 20F. (City or town) (County) (Stote) 
Hour 0. m. Whil ewhil Hectotye santos ig. etc. yy — 
eee 19 fot wor at work] 


21. | certify that attended the ae from JO fafe ES LZ, 7 Tay 2 (28 79 LZ. that | last saw the deceased 
alive an_. d'that death accurred at /i (-_ LAM, fram the causé$ and an the date stated abave. 


f Wa city of sows ste? SIG! 
ae iy Milla, ao LEM pte tbe [fady 
meneuny?’ © ALLEN MOULTON, M.D. 

Miia: WESTMINSTER, MD. 


(720. BURIAL pa eee | Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (State) 
ify] 9 , 2 i P < g 
bile UM J Ui-AAe 2 Lx22£. Cita ( litezer “Zak 


23. ” IERAL DIRECTOR'S a URE ADDRESS . io. wee DYBY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Bie @ LF -o Becee 1 Le afore li. D2): A-_ Wihor 


igned by the attending physician and completely filled in by the funeral directar, 


ending physician. 


id be detached far use as the burial-transit permit. 
MEDICAL CERTIFICATION 


ied by the haspital or a 
prior ta buri 


TO FUNERAL DIRECTOR: After this certificate has been si 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 D 9 9 8 
13004 CERTIFICATE OF DEATH 


Reg. Dist. No. 


« 
= ._ ]} PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inaiuion: Residence before odmiston) 
z °. 0. : b. COUNTY 
¥ ti arro]] ene: Maryland Carrol] 
a ) b. CITY OR TOWN (If outside corporate limits, write |e. LENGTH OF STAY IN Ib || __c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
m4 RURAL and give nearest town) 4 
2 Taneytorn 2 years x Taneytown 
2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS ©. 1S RESIDENCE 
a OR INSTITUTION ON A FARM? 
iS fiddle ee ves []_NO fg 
2 3. NAME OF First Middle tow 4, DATE Month Bey Year 
DECEASED OF 
y en 
= (Type or print) John Robert Wréght DEATH December 8 19 57 
° 
2 


\ 


S. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER } YEAR| IF UNDER 24 HRS. 
lost birthdey) [Months] Days Min. 
Male White __|wiowen porceo(] | Februar 1881 76. 
Va. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Own Farm Maryland U.S.A. 


th. 


during most of working life, even if retired} 


I { Retired Farmer 
soef 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
eS Samuel P. Wright Margaret Fawley Wright 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{V¥es. no. oF unknown) {if yes, give wor or dotes of service) 
no Miss Clara Stunkle, Taneytown, Maryland 


18. CAUSE OF DEATH [Enter anly one cavte per line for (0), (b), ond {c)-] 5 , r INTERVAL BETWEEN 
2 ra he wh ay Z 


PART |. DEATH WAS CAUSED BY: ONSELAND DEATH 
IMMEDIATE CAUSE (a) ~ 


gy DUE TO 4 
Conditions, if ony, which b) 
gove rise to immediote 
cause (0), stating the under- 
lying couse fost. ) to 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 


OL Ke 
IRE HOW INJURY OCCURRED. (Enter noture of injury in Part tor Port II of item 18.} 


Then pleose remave corbon popers. 


prior to burial, cremotion, or removol, ond in ony event within 72 hours ofter_ dea! 


TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}|19. WAS AUTOPSY 
e — tea PERFORMED? 


£P40e ves (NO 


(Ld secateiisce 
200. ACCIDENT WAS UNDERLYING | 20b. DEscR 
OR CONTRIBUTING [7 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm. | 20F. (City or town} (County) (Stote) 

Hour an. While Not while factory, street, office bldg. etc.) | 
p.m. 19 Jot work (] ot work C] H 


21. | certify that | attended the deceased from___/2> bE Wee, to.__Z = 192-Z,that | fast saw the deceased 
alive on L//Z7Z_ 22 Z,., and thét death occurred at L_47z__M, from the causes and on the date stated above, 


AODRESS (Street, city or town, state) DATE SIGNE 
‘2 
MeVas A 


PHYSICIAN'S - Ss 
NAME (Type) —_ 


‘Za. BURIAL, CREMATION, | 22b. THEREOF Ze. ATORY 22d. LOCATION (City, tawn, or count; tate 
B g 2/10 fone Bealls £ a Z 
Al ‘4 


y ‘24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNAI 
~ 


oare DECI1°57| (dppf 


MEDICAL CERTIFICATION, 


Id be detached for use os the buriol-tronsit permit. 


Fd 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours after deoth: Poge 4 


may be retoined by the hospitol or attending physicion. 
TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physicion ond completely filled in by the funerol director, 


T 
gS 
=x 
x 


poge 3 
the re: 


x 


| MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13005 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


STATE 


12999 


Reg. Dist. No. 


= 
Page 
PO 


LTH DEPT. [pace oF peat 
* g@. COUNTY 


mn 
1 


‘ond give nearest town) 


aneyto 


b, CITY OR TOWN (It evtiide corporate fimits, write RURAL 


~t 
d, NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address} 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmitsion) 
0. STATE. b. COUNTY 


Maryland ROR + 2S 2 
¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 


X/ Rural Taneytow 


fi STREET ADDRESS: 


MARYLAND 
¢. LENGTH OF STAY IN 1b 


al 


©. 1S RESIDENCE 
ON A FARM? 


J NO ae 


* Board of Health, 


(Type or print) 


Maude 


i— Middle Lost 4 DATE Month 
Zimmerman | "4 December 14, 


5. SEX 


ofter 


Female 


6, COLOR OR RACE 


White 


7. MARRIED fF] NEVER MARRIED o| B. DATE OF BIRTH 9. AGE (in yeon DER WE 


wioowep [} ovorceot) | J uly LS 1884 a 


Wo, USUAL OCCUPATION 
during mast of working Ii 


nO ey 


kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 
, even if retired} 


V2. CITIZEN OF WHAT COUNTRY? 


Homa U.Sehe 


13, FATHER’S NAME 


Charles Phillips 


34. MOTHER'S MAIDEN NAME 


Ida R. Nusbaum 


File poges 1 ond 2 with the 


fea, 00, er unknown) 


ré) no 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? I" SOCIAL SECURITY Bi INFORMANT 


| {It yeu. give war er dates of service) 


Address 


ir. Luther A. Zimmerman, Taneytown, Maryland _ 


ui 20./ 
Conditions, if any. which 
gove rise to immediote couse 
(), stating the underlying 
cause fost, 


“s Office afang with form PM3. Poge 5 may be retoined for your files. 


, or removal, and in ony even? within 7: 


PART |, DEATH WAS CAUSED BY: 


18. CAUSE OF DEATH [Enter only one couse pe: a" for {o). “tb. on 
IMMEDIATE CAUSE (0) 


ate = INTERVAL BETWEEN 
ONSEN AND DEATH 


oRoW ary Gre Luscon 
DUE TO 
{b). 
DUE TO 
(e) me 


ton, 


‘20a. EXTERNAL CAUSE WAS 
CAUSE OF DEATH. 


PRIMARY (J of CONTRIBUTING 


RFORMED? 


ves) not] 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ae eS AUTOPSY 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Hl of item 18.) 


2c, TIME OF INJURY 
Hour a.m. 


p.m. 


apinion “T 


ACTUAL 


SIGNATU! ‘ 
4 
x 
$s 
720. Bi 


AL. DIRECTOR: Page 3 should be used os o burial-tronsit permit. 


lqnoted ogent, prior to burial, cremati 


ae 


execute the certificote, writing the ward “pending” in pencil in Item, 18. Give Pages 1, 2, ond 3 to the funeral directar. 


4 shauld be forwarded ta the Chief Medical Examiner’ 


or its’ 


TO Ful 


© 
8 
& 
e 
e 
2 
$ 
£ 
> 
24 
cy 
7° 
> 
3 
6 
< 
Hy 
Bo) 
2 
x) 
i 
< 
« 
= 
aa 
3 
3 
g 
£ 
6 
& 
co) 
53 
9 
% 
‘2 
£ 
eS 
s 
54 
ec 
e 
br4 
< 
= 
< 
x 
ry 
2 
< 
4 
ra) 
a 
= 
> 
5 
a 
a 
a 
° 
- 
VS. 


Month, Day, Yeor 


21. lcertify that | taak charge of the remains described abave, held an Autapsy ["], 


resulted from: 


73, FUNERAL DIRECTOR: Ss et | 
C.0.Fuss &%6 


20d. INJURY OCCURRED [20e. PLACE OF INJURY {Home, form, ‘704. {City or town) (County) (Stote) = 
While No while foctory, street, office bldg., etc.) | 

2 at work [[] ot work : 

Inspection" PX], Inquiry (X], ond in my 


Noturol couses PY, Accident [[], Suicide O. Hamicide (1. Undetermined manner Oo 


CHIEF MEDICAL EXAMINER Oo DATE SIGNED 


ASSISTANT MEDICAL EXAMINER [J 
DEPUTY MEDICAL EXAMINER: 


M.D. 


Re NAME ( ‘OF CEMETERY OR CREMATORY ‘2d. LOCATION {City, town, of coun! 


2do. REC'D BY REGISTRAR 


care DEC 7 8 5 


Dabs, REGISTRARS SIGNATURE 


